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in acute, uncomplicated 
urinary tract infections... 
effective low dose therapy with 


FURADANTIN 


brand of nitrofurantoin 


In acute infections of the urinary tract involving gram-negative organisms 
(predominantly coli-aerogenes group), Welling and colleagues’ found that 
patients responded clinically to FURADANTIN 50 mg. q.i.d. “as readily as to 
100 mg. dosage.” Particularly with moderate fluid restriction, Thompson and 
Amar’ consider that 50 mg. FuRADANTIN tablets provide “urine concentra- 
tions sufficient to clear the majority of acute uncomplicated infections”— and 
with “complete obviation of nausea.” Lippman et al.* also reported minimal 
side effects with FURADANTIN 50 mg. q.i.d. in prolonged prophylactic use. 


Patients who do not respond to FURADANTIN 50 mg. q.i.d. after 2 or 3 days 
should be given an increased dosage—FuRADANTIN 100 mg. q.i.d. Patients 
with complicated, chronic or refractory urinary tract infections should receive 
FuRADANTIN 100 mg. q.i.d. from the outset. FURADANTIN is available in 
Tablets of 50 mg. and 100 mg., and in an Oral Suspension containing 25 mg. 


of FuRADANTIN per 5 cc. teaspoonful. 
REFERENCES: 1. Welling, A.; Watkins, W.W., and Raines, S.L.: J. Urol. 77:773, 1957. 2. Thompson, I. A., and Amar, A. D.: 


J. Urol. 82 :387, 1959. 3. Lippman, R. W.; Wrobel, C. J.; Rees, R., and Hoyt, R.: J. Urol. 80:77, 1958. = © 
EATON LABORATORIES, Division of The Norwich Pharmacal Company, NORWICH, N.Y. & 
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CONTROL CLUSTER only this NEW 
ON MOVABLE ARM ee 


POWERIZED TABLE... 


This new and exclusive powerized control system is one of the 
many reasons why the Castle Operating Table has become the 
table of choice in professional circles. Smooth, silent electro- 
hydraulic control gently postures the patient for the most advan- 
tageous surgical approach compatible with the best tolerated 
physiologic position. 


And here’s the simplest system ever designed! Backed by Ritter’s 
thirty year leadership in the design and manufacture of electro- 
hydraulic equipment for professional use. All controls are con- 
veniently grouped in a single panel on a movable arm always at 
the anesthetist’s fingertips . . . for instant one-hand control of 
postural maneuvering. 


offers a 5-SECTION TOP 


Posturing the patient by articulation at the cervical spine, lum- 
bar arch, hip and knee joints can be done ONLY on an operating 
table with FIVE sections, two of which MUST be telescopic 
(spinal and femoral) for precise positioning of the short and the 
tall patient. No other combination of sections can attain this 
anatomical truth. Find out why this common sense equipment 
will appeal so decisively to your surgery team by writing for 
brochure H-256. 
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Surgeons’ Aids 


_ Presentation in this section does not imply 
endorsement by the International College of Surgeons 


Claim 50% weight reduction 
for stainless steel forceps 

Dennis R. Scanlan, Inc., 600 Pleas- 
ant Ave., St. Paul 2, Minn., announces 
that the newly designed long De- 
Bakey-Cooley Scanlan Swedish stain- 
less steel haemostats for chest, car- 
diovascular, deep abdominal and gall 
bladder surgery have been added to 
the Scanlan line. It is reported that 


these hand-finished instruments weigh 
approximately half as much as for- 
ceps presently available for deep 
dissecting. The new forceps are said 
to have excellent balance and feel. 
Fine points are designed for manual 
precision. A one-and-four non-slip 
ratchet is incorporated in the handle. 


Three interchangeable tops 
are feature of OR table 
Development of what is described 
as the first anatomically designed OR 
table is announced by the Hausted 
Division, Simmons Co., Medina, Ohio. 
Called Contour-Flex, it is said to 
embody the first fundamental change 
in OR tables in over 100 years. Man- 
ufacturer reports that Contour-Flex 
permits safer, better tolerated surgi- 
cal posturing than with standard 


tables. Designed to the contour of 
the body, it supports people of all 
sizes. 

Contour-Flex consists of three ana- 
tomically designed tops, each con- 
forming to one of the basic posi- 
tions—supine, prone and uni-lateral. 
Interchangeable on one base, the 
lightweight (30 Ib.) tops are made 
of conductive plastic bonded by 
epoxy to aluminum. 


One size head halter 
fits all patients 

The Zimmer Manufacturing Co., 
Warsaw, Ind., announces the Exo 
Head Halter with the feature that 
one size fits all patients. Cross strap 
harnessing principle is said to give 
a firmer and more secure support 
to the occiput, whether in the flexed 


or extended position. Manufacturer 
reports that the occipital straps as- 
sume more of the load, relieving pres- 
sure on the chin. Straps may be 
adjusted to the extended normal or 
flexed position and may be addition- 
ally adjusted for torticollis. Zig-zag 
stitching prevents binding from curl- 
- when washed. No seam at the 
chin. 


VIII 


Report improvements with 
disposable prep set 
The Davol Rubber Company, Prov- 
idence, R. |., has introduced the Dis- 
posable Prep Set as part of their 
3P line for Personal Patient Protec- 
tion. Reported improvements are a 
new "Septisol" saturated lathering 
sponge containing hexachlorophene 
tincture of "septisol" by adding 70% 
alcohol to soap sponge, aqueous 
“septisol" by adding warm water to 
soap sponge; disposable plastic razor 
with double-edge surgical blade; and 
a heavy gauge reinforced multi-cup 
tray with molded plastic basins to 
ate techniq ts 


Prep Set also contains 3 cotton 
balls, an absorbent towel, a plastic- 
coated towel which can be used to 
cover set during transportation to 
bedside and then to protect sheet 
as a replacement for rubber sheet, 
and a plastic overwrap which can 
be used as a receptacle for waste 
materials. 


Adjustable surgical and 
treatment stand 

Featuring adjustability is a new 
multi-purpose surgical and treatment 
stand available from Wilson Mfg. 
Co., Columbus, Ga. It is fabricated 
of stainless steel and the tray rests 
on a base that raises or lowers. The 
stand moves easily for bedside, oper- 
ating room or office use. It is stated 
to replace 10 pieces of standard hos- 
pital equipment. 


Continued on page X 
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TO THE THIRD STAGE OF ANESTHESIA AND BACK-— 
_ EVENLY... RAPIDLY... UNEVENTFULLY 


“SURITAL sodium 


INTRAVENOUS ANEsTHETIC From smooth induction to 
covery, SURITAL sodium (thiamylal sodium, Parke-Davis) provides specific 
advaritages both for surgical team and patient. Adaptable to most operative — 
and manipulative procedures, it assures a uniformly sustained plane of anes- 
thesia, plus low incidence of laryngospasm and bronchospasm with minimal . 
respiratory depression. And because SURITAL sodium rarely produces nausea . 
or vomiting, it contributes significantly to greater patient comfort. See medical 
for details of administration and dosage. 
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Disposable rubber catheter 

Davol Rubber Company, Provi- 
dence, R. |., announces a disposable 
rubber catheter for use where 14 or 
16 French is required. The new util- 
ity catheter combines the desirable 
features of the Nelaton and Robinson 
style catheters and can also be used 
as an aspirating catheter. It was 


developed by Davol to provide a 
superior rubber catheter at a prac- 
tical price and renders for the first 
time disposability of a rubber cath- 


eter. The All-Purpose Davol Cath- 
eter is heat-sealed in an exclusive 
peel-back tray, keeping the sterile 
field intact right up to time of ap- 
plication. 


Measures acidity 
in blood stream 


Minneapolis Honeywell Regulator 
Co., Heiland Div., 5200 E. Evans 
Ave., Denver 22, Colo. has a new 


pH electrode which measures acidity 
level in blood stream continuously for 
up to 6 hr. without use of anti- 
coagulants. The device has two elec- 
trodes in a standard hypodermic 
needle and syringe. Uses include: 
1. Determine CO: in blood of patient 
receiving anesthetic. 2. Provide early 
warning of approaching shock condi- 
tion in accident victims. 3. Indicate 
whether iron lung patient is receiving 
enough oxygen. 


Develop unit for 
localized hypothermia 


A machine has been developed 


Surgeons' Aids (Continued from page VIII} 


non-operative treatment. Called the 
Wangensteen Hypothermia Unit, the 
machine is also capable of producing 
general body hypothermia. 

Hypothermia is achieved by use 
of a plastic balloon which is attached 
to a plastic tube and then worked 
through the nose of the patient to 
the gastric area. The balloon is filled 
with a solution of two-thirds water 
and one-third 95% ethyl alcohol. 
This solution, cooled to 0 degrees 
centigrade, is recirculated, keeping 
the same amount—about 1000 cc— 
in the stomach at a constant tem- 
perature. It is stated that blood flow 
to the stomach is depressed by 
approximately two-thirds when a cir- 
culating inflow temperature of 0 de- 
grees centigrade is maintained. 

It is reported that patients over 
the age of 50 suffering from massive 
bleeding from ulcers, acute bleeding 
gastritis, and bleeding in the esopha- 
ageal varices will especially benefit 
from machine and technique. 

Literature can be obtained from 
OEM Corp., Div. of Shampaine In- 
dustries, Inc., 1920 S. Jefferson Ave., 
St. Louis 4, Mo. 


Stimulates coughing reflex 

Shampaine Industries, Inc., OEM 
Division, East Norwalk, Conn., has a 
12 page booklet on their Model 81 
Cof-flator. The instrument stimulates 
the coughing reflex in those who have 
lost their cough reflex or who through 
paralysis are unable to rid themselves 
of secretions and mucous. The manu- 
facturer reports that it is recom- 
mended for use in atelectasis, bron- 
chial asthma, bronchiectasis, respira- 
tory interruption, emphysema,. poli- 
omyelitis, and cases of paralysis from 
brain stem gomag. Unit is housed 
in a case 19" x 13!/" x 834". Weight 
is 32 |b. 


L 4 
Electronic sphyg e 


Calhear Instruments Co., 412 W. 
6th St., Los Angeles 14, Calif., has 
available a folder which describes 
their automatic electronic sphygmo- 
manometer. It is stated that the 
instrument eliminates the need for 
a stethoscope in taking blood pres- 
sure readings, thus making it usable 
under conditions where an ordinary 
sphyg ter cannot be used. 


by Dr. Stephen L. Wangenst of 
Columbia Presbyterian Hospital, New 
York, N.Y. in collaboration with 
Shampaine Industries, Inc. which per- 
mits the application of local hypo- 
thermia to areas of bleeding that 
formerly were inaccessible to direct 


Instrument employs a five transis- 
tor amplifier which is coupled to a 
crystal microphone in the armband 
and to an indicator light mounted 
next to the mercury column. Pressure 
cuff is positioned in such a manner 


x 


so that the microphone is over the 
artery. The amplifier amplifies the 
pulse signal so as to cause the light 
to start flashing when the systolic 
pressure is reached and to stop flash- 
ing when the mercury column reaches 
the diastolic pressure. 


Rehabilitation aid 
A_ miniaturized electromyograph, 
small enough for a patient to carry 
with him while undertaking muscle re- 
habilitation, is now being offered by 
the Meditron Co., 5440 N. Peck Rd., 
El Monte, Calif. According to the 
manufacturer, the Model MT EMG 
Muscle Trainer is both technically and 
ically a unique aid for the 
physician with patients recovering 
from polio, stroke, and other dis- 
orders or injuries affecting the 
muscles. 


In bed, 


or walking 


sitting up, 
around, the patient may have the 
Model MT beside him, carry it sus- 
pended from a shoulder strap or 
fastened to a belt. He may be con- 
nected to the instrument by a variety 
of imbedded wire surface electrodes. 


TV unit for showing 
EENT operations 

Diamond Electronics, Div. Diamond 
Power Specialty Corp., Lancaster, 
Ohio has a new 4-lb Model 500 Head 
Camera which is applicable to il- 
lustrating techniques of eye, ear, nose 
and throat operations. In combina- 
tion with the Model 500 Utiliscope 
closed circuit TV system, it utilizes 
a vidicon-type camera pick up tube 
and will operate with as little as 5 
foot candles illumination. 
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COOK COUNTY 
GRADUATE SCHOOL OF MEDICINE 


INTENSIVE POSTGRADUATE COURSES 
STARTING DATES—WINTER 1961-1962 


Surgical Technic, Two Weeks, February 19 
Surgery of Colon & Rectum, One Week, November 27 
Surgical Board Review, Part II, Two Weeks, November 27 
General Surgery, One Week, March 5 
General Surgery, Two Weeks, December 11 
_ Gynecology, Office & Operative, Two Weeks, April 9 
Vaginal Approach to Pelvic Surgery, One Week, December 18, Jan. 9 
Obstetrics, General & Surgical, Two Weeks, Nov. 27, March 12 
Fractures & Traumatic Surgery, Two Weeks, March 5 
Advances in Medicine, One Week, November 27 
Practical Cystoscopy, Two Weeks, Dec. 11, Jan. 8 
Proctoscopy and Sigmoidoscopy, One Week, Dec. 18, Jan. 29 
Treatment of Varicose Veins, One Week, Dec. 18, Jan. 29 
Clinical Courses, One Week or More, by appointment in: 
Fractures, Orthopedics, Pediatrics, Dermatology, 
Diagnostic Radiology, Ophthalmology, Otolaryngology. 


TEACHING FACULTY 
ATTENDING STAFF OF COOK COUNTY HOSPITAL 


Address: REGISTRAR, 707 South Wood Street 
Chicago 12, Illinois 
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national College of Surgeons. 


ELIMINATING MEDICAL QUACKERY as a 
major health problem in the United States was 
the objective of the National Congress on Medi- 
cal Quackery which convened in Washington, 
Oct. 6-7, 1961. 

The meeting, under joint sponsorship of the 
American Medical Association and the Food and 
Drug Administration, discussed all phases of the 
quackery problem, which is broadly defined to 
include misinformation and illegal practices of all 
kinds which are detrimental to health. Abraham 
Ribicoff, Secretary of Health, Education, and 
Welfare, and Dr. Leonard W. Larson, M.D., 
President of the American Medical Association, 
spoke at the conference. 


DESITIN HC OINTMENT with Hydrocortisone 
(1%)—In Desitin HC Ointment with Hydrocor- 
tisone, hydrocortisone 1% (as the alcohol) has 
been added to Desitin Ointment formula of high 
grade Norwegian cod liver oil, zinc oxide, talcum, 
petrolatum, and lanolin. 

Anti-inflammatory, antipruritic, anti-allergic. 
To relieve inflammation, itching, and edema, pro- 
tect and lubricate the skin, and promote healing 
in atopic eczematoid dermatitis (allergic, infan- 
tile, and nummular eczemas). Effective in non- 
specific anogenital pruritus, neurodermatitis, con- 
tact dermatitis (poison ivy, oak, sumac, chemical 
irritants), stasis dermatitis, inflammatory inter- 
trigo, inflamed external ulcers. (Desitin Chemical 
Company, Providence 4, R.I.) 


WAYS TO PREVENT AND TREAT spine and 
hip fractures common among the aged will be 
sought in a new two-year research project an- 
nounced by the Easter Seal Research Foundation. 
‘Basic scientific research will be conducted by a 
research team in the department of surgery at 
the University of California Medical Center, Los 
Angeles, under a grant of $5,750 from the Foun- 
dation. The researchers will investigate both 
normal and abnormal bone with special emphasis 
on osteoporosis. 


SOUTHERN RHODESIA—A teaching hospital, 
in association with the University College of 
Rhodesia and Nyasaland, at Salisbury, Southern 
Rhodesia, South Africa, is now in the planning 
stage. The new hospital will be multi-racial in 
character and when built will have approximately 
350 beds. Plans are simultaneously proceeding for 
the construction of a Medical School in the Uni- 
versity College. (South African Medica] Journal, 
July 15, 1961) 


Medical News Briefs 


These items are selected for their interest to the profes- 
sion. The material obtained from literature issued by 
manufacturers does not imply endorsement by the Inter- 
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AIRURGIENS 


OLLEGE INTF 


ASPIRIN IS ABSORBED into the blood stream 
in the same length of time, whether the aspirin 
is plain or buffered, according to results of a 
clinical study appearing in Industrial Medicine 
and Surgery (30:296, 1961). The tests were 
made by Dr. Kenneth F. Lampe, associate pro- 
fessor of pharmacology, University of Miami 
School of Medicine, to evaluate claims that the 
addition of “small quantities of a buffering agent 
to commercial aspirin tablets” results in faster 
action that is also longer lasting. 

Under double-blind conditions, two adult-size 
tablets of buffered aspirin were swallowed by 
ten male and ten female subjects. One week 
jater, the same subjects were given a similar dose 
of unbuffered aspirin, under the same testing 
conditions. The analysis of blood salicylate 
levels, reports Dr. Lampe, demonstrated “no sig- 
nificant difference between the rate of absorp- 
tion of buffered or unbuffered aspirin into the 
blood stream.” 


NEW ELECTRONIC INSTRUMENT locates 
vital heart tissue—A simple method for precisely 
locating vital heart tissue—the “bundle of His”’— 
during open heart surgery, and thus minimizing 
the chance of surgically induced heart block. 
Known as the Medtronic Conduction System Lo- 
eator, the instrument consists of an electronic 
depth probe—a long, pencil-like instrument affixed 
to a “tone box.’”’ When the probe is passed over 
the ventricular septum, the tone changes pitch as 
contact is made with the “bundle of His.” By 
moving the probe back and forth across this area, 
the tone-changes trace the “bundle’s” location 
with an accuracy of one millimeter. (Medtronic, 
Inc., 3055 Highway 8, Minneapolis 18, Minnesota) 


FOOD AND DRUG ADMINISTRATION re- 
cently announced a new warning label for phe- 
nindione, a synthetic anti-coagulant drug. A 
number of cases of blood dyscrasias and agranu- 
locytosis have been reported. There are also re- 
ports implicating the drug in cases of hepatitis 
and hypersensitivity reactions. The statement 
will read: 

“Warning: Agranulocytosis and hepatitis have 
been associated with the use of phenindione. Pa- 
tients should be instructed to report promptly 
prodromal symptoms such as marked fatigue, 
chill, fever, and sore throat. Periodic blood 
studies and liver function tests should be per- 
formed. Use of the drug should be discontinued 
if leukopenia occurs or if evidence of hypersen- 
sitivity, such as dermatitis or fever, appears.” 


Continued on page XVI 
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WESTERN STATES REGIONAL MEETING 


Presented by 


Northern California Division 
United States Section 


International College of Surgeons 


Guest Essayists 


AUSTRIA .. Prof. Dr. Tassilo Antoine 
FRANCE ... Prof. Dr. Pierre Viala 


ITALY . . . Prof. Dr. Paolo Biocca 
Prof. Dr. Anacleto Venturini 


JAPAN ... Prof. Dr. Junichi Wakizaka 


MEXICO . . . Mario Gonzalez-Ulloa, M.D. 
Guillermo De Valesco Polo, M.D. 


SPAIN .. . Prof. Dr. José Soler-Roig 
SWEDEN .. .. Prof. Dr. Tor Hiertonn 
UNITED STATES .. . John B. deC. M. Saunders, M.D., F.R.C.S. (Edin) 


San Francisco, California 


Waltman Walters, M.D., F.A.C.S. 
Rochester, Minnesota 


HOTEL MARK HOPKINS, SAN FRANCISCO, CALIFORNIA 
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SCIENTISTS OF THE PUBLIC HEALTH 
SERVICE’S National Cancer Institute, have de- 
veloped a technique for growing “isolated” tumors 
in laboratory animals. The tumors are isolated 
from surrounding organs and connected with 
the host animal by only a single artery and vein, 
from which blood can be drawn. 

Use of this technique will permit more ac- 
curate study of tumor-host relationships and 
growth requirements of tumors than has hitherto 
been possible, according to Dr. Pietro M. Gullino 
and Flora H. Grantham, of the Institute’s Labor- 
atory of Biochemistry, who described their 
work in a recent issue of the Journal of the Na- 
tional Cancer Institute. 

The Institute scientists reported the use of 
the method in growing 12 different types of 
transplanted tumors. By relatively simple sur- 
gery, a kidney is isolated from the surrounding 
tissue and pulled out through the muscle layers 
into the subcutaneous space, leaving only a vas- 
cular connection with the host animal. A tumor 
is implanted in the kidney, which is enveloped 
in a bag of paraffin. The tumor grows in this 
bag and destroys the kidney; the kidney blood 
vessels remain as the only connection between 
the tumor and host. An ovary may be used 
instead of a kidney with equal success. 


A NEW PHOBIA—nucleomitophobia, or fear of 
the atom—has been created by the nuclear age. 
Public officials are receiving a rash of calls for 
help from frantic persons who believe they are 
radioactive, according to an item in Today’s 
Health. Dr. Milton A. Dushkin, medical director 
of North Shore Hospital, Winnetka, IIl., said com- 
plaints range from submarines on Lake Michigan 
shooting mysterious rays inland to women’s hair 
curlers being charged with radioactivity from 
unidentified flying objects. 


SEVEN AMERICAN COUNTRIES reported a 
total of 4,791 smallpox cases in the hemisphere 
during 1960. This is an increase of 28 cases over 
the 1959 hemisphere total, but it is less than 
half of the 9,301 cases recorded just ten years 


ago. 

A report presented at the 13th annual meeting 
of the Pan American Health Organization’s Di- 
recting Council listed countries reporting during 
1960 as: Argentina—64 cases; Bolivia—1; Colom- 
bia—209; Ecuador—2,185; Paraguay—35; Uru- 
guay—19; and Brazil—2,278 cases. 


TULANE UNIVERSITY SCHOOL OF MEDI- 
CINE announces a course in Surgery of the Hand 
on March 22-24, 1962 to be ae by Drs. 


Daniel C. Riordan and sack Wickstrom. Special 
guest lecturer will be Ur. Adrian Flatt. Appli- 
cation may be obtained from Div. of Graduate 
Medicine, Tulane University School of Medicine, 
1430 Tulane Ave., New Orleans 12, La 
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AMERICAN SOCIETY FOR SURGERY OF 
THE HAND will hold a meeting on January 26 
and 27, 1962, at the Palmer House, Chicago, III. 
The preliminary program indicates some 30 
papers will be presented on the two days. Infor- 
mation may be obtained from Dr. Don L. Eyler, 
1919 Hayes St., Nashville 4, Tenn. 


THE 1962 ANNUAL MEETING of the Ameri- 
can Society for Artificial Internal Organs will 
be held in Atlantic City, N. J. on April 13 and 
14, 1962, at the Hotel Claridge. Information may 
be obtained from Dr. E. Converse Peirce, II, 
514 W. Church Ave., Knoxville 1, Tenn. 


HEADQUARTERS OFFICE of the National 
Society for Medical Research was moved from 
Chicago, Ill. to Rochester, Minn. recently. The 
move is being made to take fullest advantage 
of the leadership of the Society’s new President, 
Dr. Hiram E. Essex of the Mayo Foundation for 
Medical Education and Research. The new ad- 
dress in Rochester is 111 Fourth St., S.E. 


WORLD FEDERATION OF NEUROLOGY, 
Problem Commission on Tropical Neurology, In- 
augural Meeting, will be held in Buenos Aires, 
Argentina, December 4-9, 1961. Contact Dr. 
Pearce Bailey, World Federation of Neurology, 
c/o National Institute of Nervous Diseases and 
Blindness, Bethesda, Md. 


WORLD HEALTH ORGANIZATION, Study 
Group on Internationally Acceptable Minimum 
Standards of Education for Doctors, will meet 
in Geneva, Switzerland, Dec. 4-9, 1961. Write to 
Palais des Nations, Geneva, Switzerland. 


INTERNATIONAL CONGRESS OF COMPAR- 
ATIVE PATHOLOGY will have its 9th meeting 
in Paris, France, Dec. 17-18, 1961. Write: Dr. 
Louis Grollet, Comité International Permanent 
des Congrés de Pathologie Comparée, 63 av. de 
Villiers, Paris 17e, France. 


THE TENTH IN THE SERIES of. national 
Grand Rounds closed-circuit telecasts for physi- 
cians will originate from Albert Einstein College 
of Medicine in New York, N.Y. on December 13, 
1961. Patients with lesions of the brain will be 
presented for consideration by a panel of clini- 
cians. The case problems to be considered will 
be cerebral vascular accident, head injury, and 
Parkinsonism. 
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The Fournal of the 
International 
College of Surgeons 


THE JOURNAL OF THE INTERNA- 
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to acquaint members of the International 
College of Surgeons and all those inter- 
ested in the advancement of surgery 
throughout the world with the activities 
of the College. 


The names of many of its contribu- 
tors are world-famous. It is published 
monthly and offers from fifteen to twenty 
original scientific articles in each issue, 
all of which are summarized in six lan- 
guages. In addition, it carries reviews 
of important books and abstracts of the 
current surgical literature. 


Any surgeon, whether or not a member 
of the College, is welcome to submit his 
work to the Journal. Indeed, although 
many of our regular contributors are 
Fellows of the College, scarcely an issue 
appears without articles written by non- 
members as well. 


THE BULLETIN, Section II, reports 
activities of THE WORLD FEDERA- 
TION OF GENERAL SURGEONS 
AND SURGICAL SPECIALISTS, Sec- 
tion News and Comment. 


A sample copy of the Journal and Bul- 
letin may be had on request. The sub- 
scription rate is $14.50 annually for 12 
issues, published monthly. 


Joseph J. Boris, Circulation Manager 
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Okla. Available from Surgical Products Div., 
American Cyanamid Co., Danbury, Conn. 


Re-establishment of Intestinal Continuity 
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color, 14 min. By Charles W. Mayo, MD, 
Rochester, Minn. Available from Motion Pic- 
ture Film Library, Mayo Clinic, Rochester, 
Minn. 


Suprapubic Transvesical Prostatectomy. 1959 
Sound, color, 19 min. Available from Leonard 
V. Smiley, MD, 960 Grand Concourse, New 
York 51, N.Y. 


Vaginal Repair of Urethrovaginal Fistula. 
1958. Sound, color, 21 min. By James W. 
Merricks, MD, Burnell V. Reaney, MD, 
Clarence C. Close, MD, and Frank B. 
Papierniak, MD, Chicago, Ill. Available from 
James W. Merricks, MD, 104 S. Michigan 
Ave., Chicago 3, 


Separation of Craniopagus Twins. 1956. 
Sound, color, 22 min. By Harold C. Voris, 
MD, Wayne Slaughter, MD, Joseph R. 
Christian, MD, and Edward R. Cayia, MD, 
Chicago, Ill. Available from Stritch School 
of Medicine, Photography Dept., 706 S. 
Wolcott St., Chicago 12. Ill. 
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Abdominal Surgery 


Desmoid Tumor in a Child 


Report of a Case 


LEO F. MILLER, M.D., F.A.C.S., F.I.C.S., D.A.B. 
CHICAGO, ILLINOIS 


AND 


KHALID M. DURRANI, M.D. 
LAHORE, PAKISTAN 


ESMOID tumor, or desmoma, is a 
D rare proliferative and infiltrating 

tumor of connective tissue first de- 
scribed by MacFarland' and named des- 
moid tumor, or desmoma, by Mueller.* 
Although Stout*® described juvenile fibro- 
matoses in children under 16, desmoid 


From the Orthopedic Department, Mt. Sinai Hospital, Chi- 
cago, and the Dora Shugan Evaluation Clinic for Cerebral 
Spastic Children of the Mt. Sinai Hospital. 

Submitted for publication Aug. 8, 1961, 


tumor is rare among children. The lesion 
usually occurs in women who have borne 
children, and Booher and Pack* found only 
20 cases in the literature in which a child 
was affected. 

In the case to be reported here, a 9- 
year-old child was involved. Moreover, the 
child had spastic paraplegia. This associa- 
tion has not been reported previously, al- 
though different kinds of trauma have 
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Desmoma, a proliferative infiltrat- 
ing tumor of connective tissue, is 
rare, especially in children. The case 
of a patient 9 years old is reported, 
in which several observations of un- 
usual interest were made. The author 
points out that an asymptomatic, rel- 
atively firm mass may be a des- 
moma and suggests that this be 
borne in mind as an aid to diagnosis. 


been considered a possible factor in the 
development of desmoid tumor. No direct 
history of trauma was given in this case, 
but sudden muscular spasm or passive 
stretching during physical therapy might 
have contributed to development of the 
growth. Another interesting feature was 
that the tumor grew rapidly, which hap- 
pens sometimes, although it has been de- 
scribed as growing slowly. The child had 
been under constant observation as an out- 
patient because of her primary condition, 
and no tumor had been seen on repeated 
examinations by a panel of specialists who 
observe spastic children in the spastic 
paraplegia clinic. The panel consists of a 
pediatrician, a neurologist, an orthopedic 
surgeon and a psychologist, among others. 
The last examination by the panel had 
been seven weeks before the child’s mother 
discovered the tumor. 

The results of laboratory studies in the 
case are of particular interest, because the 
gonadotropic activity of the desmoid 
tumor has been reported in the literature. 
In this case, there was no evidence of such 
activity. Of further interest is the surgical 
problem caused by the extent of resection. 


REPORT OF CASE 
P. B., a 9-year-old Negro girl, was 


brought into the cerebral palsy clinic of Mt. 
Sinai hospital on May 8, 1961, because of 
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a hard lump her mother had noticed in the 
right side of the abdomen about three weeks 
earlier. 

The patient’s history included triple ar- 
throdesis on the right foot, performed in 
November 1960 to provide stability in walk- 
ing. She had been allowed full weight bear- 
ing since Feb. 17, 1961, and had been attend- 
ing a special school for the handicapped, 
where she was given physical therapy and 
training in walking with crutches. No his- 
tory of direct or indirect trauma to the ab- 
dominal wall could be elicited on repeated 
questioning. The mass caused no symptoms. 


The patient was the eldest of 4 siblings, 
her 3 brothers being perfectly healthy. She 
had been born three months before term, 
started talking at 18 months and walked 
with a brace at 3 years. There were no other 
relevant facts in the history. 

Physical examination showed the child to 
be normally developed and nourished, with 
mental retardation. A small subconjuctival 
hematoma in the left eye was stated by the 
mother to be the result of a recent minor 
local trauma. The child had moderately 
severe atrophy of the lower extremities. The 
hips and knees were kept at about 45 and 30 
degrees flexion, respectively. She was able 
to get around with crutches. The cranial 
nerves were intact, although slight divergent 
strabismus of the right eye was noticeable. 
Sensory, motor and reflex function of the 
upper extremities and trunk was normal. 
Power in the proximal muscles of the lower 
extremities was about one-third normal and 
in the distal group was only about one- 
fourth normal, the right extremity on the 
whole being weaker than the left. Deep 
tendon reflexes were exaggerated in the 
lower extremities. 

Rectal examination showed no abnormal- 
ity. Local abdominal examination revealed 
slight bluish discoloraton in the right lower 
quadrant, and a hard, nontender mass within 
the abdominal wall. This extended from the 
costal margin down to the inguinal ligament, 
narrowed down to enter the femoral triangle 
and ended in the upper part of the triangle 
(Fig. 1). 

The patient was admitted to the hospital 
with a diagnosis of hematoma of the ab- 
dominal wall from a possible sprain during 
the use of crutches. A roentgenogram of the 
affected area showed slight calcification in 
the femoral triangle, but no other abnor- 
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Fig. 1—Photograph showing extent of mass in 
right lower quadrant of abdomen. 


mality. Bed rest, warmth and oral chymo- 
trypsin had no effect on the mass. On May 
11, 1961, a biopsy specimen was removed 
through a 5 cm. incision above the right 
anterior superior iliac spine. The external 
oblique muscle was easily reflected, but the 
internal oblique muscle was found to be a 
whitish, thick and rigid sheet which cut like 
cartilage and proved on section to be about 
1.5 cm. thick. The transverse muscle and 
deeper tissues were of normal consistency 
and appeared uninvolved on gross inspec- 
tion. A section of the internal oblique muscle 
was removed for microscopic examination, 
and the wound was closed in layers. It healed 
by primary intention. The pathologic diag- 
nosis was desmoid tumor. 

Investigative laboratory tests were per- 
formed, with the following significant re- 
sults: hemoglobin, 12.5 Gm.; hematocrit, 39 
per cent; white blood cells, 6,500 per cubic 
millimeter of blood, of which 41 per cent 
were segmented, 1 per cent stab cells, 3 per 
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Fig. 2.—Surgical specimen of desmoid tumor from 
right internal oblique muscle of anterior wall of 
abdomen. 


cent eosinophils, 1 per cent basophils, 48 per 
cent lymphocytes and 6 per cent monocytes. 
The Aschheim-Zondek test gave negative re- 
sults. There were 2.8 mg. of urinary ketos- 
teroids in twenty-four hours (in a total 
volume of 600 cc.). Results of a determina- 
tion of ketosteroids in the blood were not 
reliable. 

On May 17, 1961, a 15 cm. incision, paral- 
lel to the long axis of the tumor, was made 
and skin flaps reflected. The external oblique 
muscle was incised along its fibers, and re- 
flected easily. The internal oblique muscle 
presented the same appearance as at the 
time of biopsy. The tumor was found to 
extend from the costal margin to the iliac 
crest and the inguinal ligament, and behind 
the latter into the upper part of the thigh 
anterior to the femoral vessels. Laterally, 
it extended from the lateral edge of the 
rectus muscle (involving only 3 cm. of the 
edge of the sheath in its upper part) to the 
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midaxillary line. The turzs7 was split in 
the middle in the direction cf the skin inci- 
sion, to expose the normal-looking fibers of 
the transverse muscle underneath, and the 
two halves were reflected medially and 
laterally by sharp dissection to remove the 
entire tumor mass. There was no noticeable 
involvement of the periosteum of the ribs 
or of the ilium. It was possible to remove 
the lower vart of the tumor without dividing 
the inguinal ligament. A large oozing area 
remained. This was covered, after hemo- 
stasis, with a Mersilene mesh sutured to the 
edges of the defect, especial care being taken 
to reinforce the inguinal region. The wound 
was closed in layers, and a perforated cath- 
eter was left on the surface of the mesh. 
This was attached to a light weight vacuum 
device for drainage. 

The pathologic report was as follows: 
“The specimen consists of two irregular, 
elongated pieces of muscle aggregating 14 
by 4 by 1. cm. The muscle was involved 
in a rubbery, tough, yellowish-white tumor- 
like mass which on multiple cut sections 
showed diffuse infiltration between muscle 


Fig. 3.—Microscopic section of tumor, shedling 
fibroblasts with collagen formation (x 400). 
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Fig. 4.—Section of catiadsanibiaad mass, showing 
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bundles and areas of recent hemorrhage 
(Fig. 2). Microscopic examination showed 
the tumor-like mass to consist of a moderate 
number of fibroblasts with elongated, oval 
and plump fibroblastic nuclei and sparse 
cytoplasm irregularly scattered in a fibro- 
connective tissue stroma showing foci of 
collagenization (Fig. 3). The tumor-like 
mass was nonencapsulated; it infiltrated be- 
tween muscle bundles (Fig. 4), isolating 
islands of muscle fibers, and contained an 
occasional muscle giant cell (Fig. 5). Neither 
cytochromatism nor mitotic figures were 
noted.” 

After operation, the patient was kept in 
a semi-Fowler position to keep the abdominal 
muscles relaxed, and put on a liquid diet to 
avoid distention. There was considerable 
serosanguineous drainage through the cath- 
eter for the first few days. The catheter 
was removed on the seventh postoperative 
day. A blood transfusion was given during 
convalescence. The postoperative course was 
uneventful. The patient was out of bed on 
the seventh postoperative day, and sutures 
were removed on the tenth day. 
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infiltration of muscle at edge (x 40). 
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Postoperative laboratory tests gave the 
following results: May 19, hemoglobin, 7.8 
Gm.; white blood cells, 8,400, of which 67 
per cent were polymorphonuclear cells, 29 
per cent lymphocytes, 1 per cent eosinophils 
and 3 per cent monocytes. May 22, white 
blood cells, 8,200, of which 50 per cent were 
polymorphonuclear cells, 40 per cent lym- 
phocytes, 2 per cent eosinophils, 3 per cent 
monocytes and 1 per cent basophils. May 
23, urinary ketosteroids, 2 mg. in twenty- 
four hours (total urine 900 cc.). May 26, 
blood volume, 1,943 cc.; cell mass, 29.8 ce. 
per kilogram; plasma volume, 61.4 cc. per 
kilogram, and body weight, 47 Kg. 

The patient was discharged on May 28, 
1961. 


COMMENT 


The cause of desmoma is not definitely 
known. Trauma of some kind (be it from 
labor, from surgical measures, from sud- 
den muscular contraction or from acci- 
dent) is the most likely cause, and prob- 
ably played a role in the case reported 
here. One can postulate, on the factors 
reviewed in the literature and in the his- 
tory of this case, that an inflammatory 
reaction from the hematoma caused meta- 
plasia of the tissues, and extensive hyper- 
plasia and fibrosis followed, with unin- 
hibited proliferation of the tissue and 
invasion of muscle. 

Results of laboratory studies were of 
particular interest, since there have been 
reports of storage of gonadotropic and 
estrogenic substances by the tumor to pro- 
duce growth, but in this case there was 
no increase in the gonadotropic activity 
of the urine. 

It is important to recognize and bear 
in mind that an asymptomatic, relatively 
firm mass may be a desmoid tumor. The 
most common site is the abdominal wall, 
but localization of the tumor in other 
areas has been reported. 

Operation presents the problem of wide 
excision and repair of the resulting defect. 
In the case reported, radical excision cre- 
ated a defect which artificial mesh was 
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Fig. 5—Section of tumor, showing two muscle 
giant cells (x 400). 


utilized to cover. This was done notwith- 
standing the objection that foreign ma- 
terial may stimulate fibrous dysplasia and 
recurrence of the growth. Artificial fiber 
has been used widely in all kinds of opera- 
tions in the past several years, and no 
increase in the incidence of desmoid iu- 
mors at operative sites has been recorded. 


Authors’ Note: Drs. T. Vaithianathan and R. 
Heredia, of the department of pathology, Mt. Sinai 
Hospital, Chicago, provided the description and 
the photographs of the surgical specimen. 


RESUME 


Le desmome, tumeur prolifére infiltrante 
du tissu conjonctif, est une entité rare, sur- 
tout chez l’enfant. L’auteur décrit le cas 
d’un enfant de 9 ans, chez lequel plusieurs 
observations d’un intérét exceptionnel ont 
été faites. I] souligne que lors d’une masse 
tumorale asymptomatique, relativement 


ferme, il faut envisager la possibilité d’un 
desmome afin de faciliter le diagnostic. 


ZUSAM MENFASSUNG 


Das Desmom ist ein proliferierender in- 
filtrierender Bindegewebstumor, der, be- 
sonders bei Kindern, selten vorkommt. Es 
wird iiber einen solchen Fall bei einem 
neunjahrigen Kinde berichtet, bei dem es 
zu einigen Beobachtungen von ungewoéhn- 
lichem Interesse kam. Der Verfasser 
weist daraufhin, dass eine unsymptoma- 
tische verhaltnismassig feste Geschwulst 
ein Desmom sein kann und rat, bei der 
Differentialdiagnose daran zu denken. 


SUMARIO 


O desmoma, um tumor proliferativo in- 
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The history of ophthalmology is a chapter apart from the rest of the history of 


filtrante de tecido corretivo é raro, espe- 
cialmente em criang¢as. 

Relata o caso de um paciente de nove 
anos de idade no qual muitas observacées 
de desusado interesse foram feitas. 

O AA. aponta que uma massa assinto- 
matica, relativamente firme pode ser um 
desmoma e sugere que isto seja tido cem 
mente como um auxilio para diagnéstico. 
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medicine. The reason for this peculiarity of ophthalmology is the unique nature of 
the eye. While other sense organs were studied, at first empirically and later scien- 
tifically, by physicians through the centuries, the eye, the most vital of all senses 
to the human being because of the importance of its functions and the mystery of 
its nature was closely associated in the human mind with superstitions, myths and 
legends. The eye thus became a terra not only incognita but also mystica, which 
man dared not explore for fear of offending the gods, of whose omniscience the 
ocular organ was itself a symbol. Hence, the history of ophthalmology is the history 
of a gigantic conflict between prejudice and necessity, a conflict that was settled late 
in history when the eye was explored scientifically. 


—Marti-lbanez 
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Management of the ‘Silent’’ Gallstone 


WARNER F. BOWERS, M.D., Pu.D., F.A.C.S., F.I.C.S. 
CHICAGO. ILLINOIS 


ISEASE of the biliary tract has 
D many aspects, and, as medicine is 

an inexact science, there is no gen- 
eral agreement between surgeons and gas- 
troenterologists, or indeed among surgeons 
themselves, as to the treatment of such 
conditions. All agree that obstruction of 
the common duct is an operative problem, 
and most concur in the opinion that gall- 
stones causing symptoms require chole- 
cystectomy, but there is a sharp diver- 
gence of opinion as to what to do about 
acute cholecystitis as well as when to do 
it. Medical men are steeped in the philoso- 
phy of “managing” disease, whereas sur- 
geons think in terms of eradicating the 
disease or repairing the damage. When a 
medical man can cause a disease to become 
quiescent, his tendency is to await future 
trouble watchfully. This causes the medi- 
cal man to regard the “silent” gallstone 
as no problem at all. The surgeon knows, 
however, that the silent gallstone, in most 
cases, is silent only temporarily. There 
is, therefore, a wide variance in concepts 
of treatment. Possibly a presentation of 
this subject should more properly be made 
to a group of medical men than to a group 
of surgeons. The magnitude of the prob- 
lem is evident when one realizes that “‘si- 
lent” gallstones are observed in 12 per cent 
of autopsies performed on persons over 20 
years of age, no matter what the cause of 
death. A logical thesis is that the lowest 
fatality and morbidity rates should exist 
among young patients with short histories 
of biliary colic and no related complica- 
tions. In good hands a fatality rate of 0.5 
per cent or less for elective cholecystec- 
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The “silent gallstone, in the 
author's opinion, is misnamed since 
its silence is usually only temporary 
and the idea conveyed by its use 
may be misleading, sometimes with 
serious consequences. Is it wise, then 
to wait for the appearance of symp- 
toms before operating? In the 
author's experience, which includes 
many cholecystectomies for gall- 
stones, this operation has proved 
safe and effective. No patient has 
been lost since 1938, and no opera- 
tive damage to the common duct or 
the hepatic artery has ever occurred. 


tomy can be anticipated. What additional 
evidence can be adduced in favor of this 
hypothesis? 

Are Gallstones Really “Silent’’?—All 
are prepared to admit that many gall- 
stones are temporarily or intermittently 
silent, but do they remain so? Comfort! 
reported a twenty-year follow-up of 112 
patients with silent gallstones. In half the 
group symptoms developed; half of these 
required operation and 3 patients died 
postoperatively. This means that for the 
112 patients the mortality rate was almost 
8 per cent, six times higher than that 
associated with elective cholecystectomy, 
but only 28 patients were operated on, so 
that the operative mortality rate was 10.4 
per cent, which was twenty times higher 
than the rate for elective cholecystectomy. 
Waiting for “surgical indications” can in- 
deed be costly. 
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Most surgeons know that patients do 
not always recognize symptoms as such 
until the operation relieves them of the 
nagging distress that they had previously 
accepted as “normal.” Illness resulting 
from various food idiosyncracies and 
“dyspepsias” falls into this category; 
therefore, even the distress resulting from 
symptomatic gallstones does not neces- 
sarily induce the patient to see his doc- 
tor. Cardiologists know that gallstones 
may cause pain that can be interpreted 
as cardiac or coronary in origin, and that 
this pain may persist to such a point that 
electrocardiographic changes are observed. 
It is well known that such patterns revert 
to normal after cholecystectomy. “Silent” 
gallstones may cause pain that can be in- 
terpreted as resulting from thoracic verte- 
bral changes, such as arthritis or con- 
genital sclerosis. These arthritic pains are 
ablated by cholecystectomy. For these and 
other reasons, it pays to maintain a 
healthy skepticism about gallstones that 
are said to be silent. 

Are Gallstones Really Innocuous?—One 
often fails to realize that the mere pres- 
ence of gallstones is prima facie evidence 
of present or past pathologic conditions 
of the liver and/or the biliary tract. Gall- 
stones are not entirely “normal,” nor do 
they tend to go away spontaneously. Com- 
fort stated that there is a high probability 
that progressive change will occur, and it 
is well known that the longer the disease 
process exists, the greater is the possi- 
bility that complications will develop. 
There are several complications that may 
arise from “silent” gallstones. The sim- 
plest of these is gallstone colic based on 
obstruction of the cystic duct. A more 
serious one is acute cholecystitis, super- 
imposed by chemical or bacterial activity 
in the presence of some degree of obstruc- 
tion. Acute or chronic changes take place, 
and may culminate in erosion into an ad- 
jacent viscus, by which complex fistulas 
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are formed between the gallbladder, com- 
mon duct, duodenum and colon in various 
combinations. Free rupture may cause 
subhepatic or subdiaphragmatic abscess, 
while rupture into the adjacent bowel may 
cause the dreaded gallstone obstruction 
with its high fatality rate. Impairment of 
function and chemical reaction may give 
rise to sludge in the common duct, the 
formation of stones or the passing of gall- 
bladder stones into the common duct. 
These conditions usher in a whole train 
of jaundice, liver abscess, biliary cirrhosis 
and other complications. Long-standing 
pathologic conditions of the gallbladder 
are associated in ever-increasing fre- 
quency with pancreatic changes that are 
serious and difficult to treat. Finally, it 
is known that carcinoma of the gallblad- 
der, a disease with a fatality rate of al- 
most 100 per cent, is associated with gall- 
stones in more than 80 per cent of the 
instances. In such cases time and chronic 
irritation may be the unhappy causative 
combination. With these complications, 
none of which carries less than three times 
the fatality rate of elective cholecystec- 
tomy, it is difficult to justify requiring the 
patient to wait and accept added risk. 
What Are the Dangers of “Routine” 
Operation for Gallstones?—The serious 
danger of advocating the use of any opera- 
tion as a “routine” procedure is that it 
may be seized upon by unscrupulous per- 
sons, such as part-time or poorly trained 
physicians or itinerant surgeons, as a 
method of making easy money. Many who 
would not think of attempting a compli- 
cated gallbladder operation would feel per- 
fectly free to do a “routine, simple” 
cholecystectomy when injuries to the com- 
mon duct and other damaging accidents 
occur. A procedure or course of action 
cannot be condemned, however, just be- 
cause the wrong person may use it. As 
always, the criterion must be what is best 
for the patient. Although more than 500 
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cuses of injury to the common duct have 
been referred to the Lahey Clinic, the 
gradual elevation of surgical standards 
has progressively lowered the rate of oc- 
currence. In fact, in my own experience 
in large hospitals where residents did most 
of the gallbladder operations under super- 
vision, there was never a case of injury 
to the common duct or other serious mis- 
hap. It is true that “routine” operations 
may not be performed as scrupulously as 
is necessary in the presence of complica- 
tions, and thus reoperation might be more 
frequent. The seriousness of reoperation 
was emphasized by Colcock? in 1955, 
when, in a series of 1,356 patients with 
fatality rates of 0.9 per cent for chole- 
cystectomy and 1.1 per cent for operations 
on the common duct, a 4.8 per cent fatality 
rate was noted for the 8.8 per cent of the 
patients who had undergone previous op- 
erations involving the biliary tract. These 
figures stress the self-evident fact that 
the right time to perform an operation 
properly is the first time. 

Finally, in advocating routine chole- 
cystectomy for gallstones the matter of 
a correct diagnosis becomes crucial. Only 
unequivocal evidence of the presence of 
gallstones should be accepted as justifying 
surgical intervention, and it should be 
remembered that cholegrafin is so sensi- 
tive that false positive test results can 
occur. 

What Are the Reasons for “Routine” 
Cholecystectomy for Gallstones ?—The two 
main reasons for suggesting routine chole- 
cystectomy for gallstones are so common- 
sense and prosaic that they are apt to 
be overlooked. As the patient continues 
to advance in age, and as the duration 
of the disease is extended, there is an 
increasing incidence of serious complica- 
tions. That age is important has been 
shown by numerous authors. Glenn* ob- 
served a mortality rate for cholecystec- 
tomy in patients under 50 years of age 
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of 0.65 per cent. In patients between 51 
and 64 it jumped to 2.5 per cent, and in 
patients over 65 the peak mortality rate 
of 6.7 per cent was reached. Most of the 
deaths were associated with emergency 
operations, and this fact introduces the 
interesting question of why emergency 
operations are performed. If the patient 
dies as a result of an emergency proce- 
dure, possibly something is wrong with 
the timing of the operation. This, however, 
is the subject of another paper. That 
serious complications elevate the mortality 
rate should be no surprise. Bartlett and 
Quinby* showed that in a series of 1,280 
simple cholecystectomies the fatality rate 
was 0.6 per cent, the youngest patient 
who died being 50 years of age. In cases 
of stones in the common duct the mortality 
rate increased threefold to 1.8 per cent, 
one-half of the deaths being directly at- 
tributable to the operation. 

The effect of age and duration of disease 
on the incidence of complications was 
shown clearly by Zollinger’ in 1951. Of 
238 patients who had undergone chole- 
cystectomy, 30 per cent were over 60 
years of age, and of that group, 75 per 
cent had the following complications: One 
in 3 had stones in the common duct, 1 
in 4 had acute cholecystitis, 1 in 10 had 
pancreatitis and 1 in 11 had carcinoma. 

Is it reasonable, therefore, to ask the 
patient to await a serious or lethal com- 
plication before cholecystectomy is ad- 
vised ? 

What Are the Chances of Success of the 
Operation ?—Eighty-five to 95 per cent of 
the patients operated on for symptoms of 
gallbladder disease have stones, and chole- 
cystectomy for stones gives complete re- 
lief to more than 90 per cent of them. 
When stones are absent, cholecystectomy 
gives symptomatic relief to only 60 per 
cent of the patients, which is an additional 
reason for requiring a diagnosis of stone 
before undertaking operation. That chole- 
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cystectomy is safe when properly per- 
formed is evident when one considers my 
personal experience in following a chief 
who apparently had told patients over 60 
years of age that they were too old to be 
operated on. Within the next four years 
my residents and I operated on a group of 
these patients who had persistent symp- 
toms or serious complications; there was 
not a single fatality or operative misad- 
venture. Actually only 1 patient with dis- 
ease of the gallbladder and biliary tract 
(other than carcinoma) died in my serv- 
ice, in 1938. There has not been a death 
since, nor has there ever been an injury to 
the common duct or the hepatic artery. All 
patients have been accepted for treatment, 
including those with complications and 
those who were over 80 years of age. 


SUMMARY AND CONCLUSIONS 


The theory that fatality and morbidity 
rates should be lowest among young pa- 
tients, with the shortest histories of dis- 
ease and no related complications, is 
advanced, with quotations from the litera- 
ture to show that complications and fa- 
tality do, in fact, increase with advancing 
age and longer duration of disease. 

The “silent” gallstone is silent only 
temporarily, and failure to remove gall- 
stones by cholecystectomy only leads to 
operation later, when the patient is a 
poorer risk, with complicated disease of 
greater severity. 

The dangers of “routine” cholecystec- 
tomy for gallstones are attributable to 
human frailty among doctors rather than 
among patients. One cannot condemn a 
procedure or a course of treatment just 
because the wrong doctor may employ it. 

That operation on the gallbladder, even 
for complications other than carcinoma, is 
safe and effectual is attested by the au- 
thor’s personal experience, in which no 
patient has been lost since 1938 and no 
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instance of operative damage to the com- 
mon duct or the hepatic artery ever has 
occurred. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Es wird angenommen, dass Sterblichkeit 
und Krankhaftigkeit bei jungen Patienten 
mit kurzen Krankheitsgeschichten und 
beim Fehlen von Komplikationen die nied- 
rigste Quote aufweisen, und Angaben aus 
der Literatur zeigen, dass tatsachlich Kom- 
plikationen und Sterblichkeitsrate mit zu- 
nehmendem Alter und bei langerer Krank- 
heitsdauer anwachsen. 

Der “stumme” Gallenstein ist nur vor- 
iibergehend stumm, und die Entfernung 
von Gallensteinen mittels der Gallenblasen- 
resektion zu unterlassen, fiihrt nur zur 
Notwendigkeit einer Operation zu einem 
spateren Zeitpunkt, wenn der Patient ein 
groésseres Risiko darstellt und die Krank- 
heit kompliziert und schwerer ist. 

Die Gefahren der “routinemassigen” 
Gallenblasenresektion zur Behandlung von 
Gallensteinen sind eher den menschlichen 
Schwachen des Arztes als des Patienten 
zuzuschreiben. Man kann ein Behandlungs- 
verfahren nicht verurteilen, weil es manch- 
mal von ungeeigneter Hand ausgefiihrt 
wird. 

Dass Gallenblasenoperationen auch bei 
Komplikationen mit Ausnahme des Kreb- 
ses ungefahrlich und wirksam sind, wird 
durch die persdnlichen Erfahrungen des 
Verfassers bestatigt, der seit 1938 nur 
einen Patienten verlor und keinen Fall von 
operativer Verletzung des Choledochus 
oder der Leberarterie zu verzeichnen hat. 


RESUME ET CONCLUSIONS 


L’auteur est d’avis que les pourcentages 
de décés et de maladies devraient étre les 
plus bas parmi les personnes jeunes avec 
les anamnéses les plus courtes et une ab- 
sence de complications. I] recourt a des 
citations de la littérature pour montrer 
que les complications et les décés augment- 


“a As 


: 
a 
t 
d 
| ti 
ni 
< 
| 
SC 
570 


36, NO. 6 


ent en fait avec l’Age des malades et |’an- 
cienneté de l’affection. 

Les calculs biliaires “muets” ne le sont 
que temporairement, et le fait de ne pas 
les xtraire par une cholécystectomie ne 
fait que repousser |]’opération 4 un moment 
ou celle-ci présentera plus de risques avec 
des complications plus graves. 


Les dangers de la cholécystectomie de 
routine pour calculs biliaires sont imput- 
ables davantage aux médecins qu’aux 
malades. L’on ne saurait condamner une 
technique ou un traitement du seul fait 
qu’ils sont mal appliqués. 

Le fait que l’opération de la vésicule 
biliaire—méme pour des complications 
autres que le carcinome—est siire et effi- 
cace est attesté par |’expérience personnelle 
de l’auteur. qui n’a perdu qu’un seul pa- 
tient depuis 1938 et dont les statistiques ne 
montrent aucun cas de lésion opératoire 
de la vésicule ni de l’artére hépatique. 


SUMARIO 


Apresenta a teoria de que a percenta- 
gem de fatalidades e morbilidades devem 
ser mais baixas em pacientes, com his- 
t6rias mais curtas de moléstia e sem com- 
plicagées relacionadas. 


Documenta citagdes da literatura que 
demonstra que complicacées e fatalidades 
aumentam, de fato, com idades mais avan- 
¢cadas e maior duracao de enfermidade. 

A litiase biliar “silenciédsa” sé o é tem- 
porariamente, e falha na remocdo desta 
por colecistectomia léva 4 operagao pos- 
terior, quando o paciente se torna de maior 
disco, com doenca complicada e de maior 
gravidade. 

Os perigos da colecistectomia “de ro- 
tina” para litiase biliar sao atribuiveis 
mais 4 vaidade humana entre médicos do 
que entre pacientes. Nao se pode conde- 
nar um procedimento ou um tratamento 
s6mente porque 0 médico errado o em- 
prega. 


A operacao de vesicula biliar mesmo 
para complicacées outras que 0 carcinoma, 
é segura e efetiva e atestada pela expe- 
riéncia pessoal do Autor, na qual se per- 
dem sémente um caso desde 1.938, nao 
tendo havido tambem nenhum caso de 
trauma ao dito comum ou arteria hepa- 
tica. 


RIASSUNTO E CONCLUSIONI 


Viene avanzata la teoria che le quote di 
mortalita’ e di morbilita’ sono piu’ basse 
nei pazienti giovani con storie brevi e 
assenza di complicazioni, dimostrando, in 
base alla letteratura, che tanto le compli- 
cazioni quanto la mortalita’ aumentano 
quanto maggiore e’ l’eta’ e piu’ lunga la 
durata della malattia. 

La calcolosi biliare asintomatica e’ tale 
solo temporaneamente, e se non si inter- 
viene subito con la colecistectomia, questa 
dovra’ essere fatta piu’ tardi in condi- 
zioni di maggior rischio e per malattia 
complicata e grave. 

I danni della colecistectomia sistematica 
sono da attribuirsi piu’ a colpa dei medici 
che dei pazienti; non si puo’ condannare 
un metodo o uno schema di terapia solo 
perche’ viene messo in opera in maniera 
imperfetta. 

Che l’intervento, d’altra parte, sia si- 
curo ed efficace in tutte le malattie della 
colecisti al di fuori del cancro, e’ dimos- 
trato dalla esperienza personale dell’- 
autore che dal 1938 non ha perduto che un 
sol paziente e non ha mai avuto incidenti 
per lesioni del coledoco o dell’arteria epa- 
tica. 


RESUMEN Y CONCLUSIONES 


Los indices de letalidad y morbilidad 
son mas bajos en los enformos jévenes, en 
los que tienen enfermedades cortas y en 
los que la enfermedad cursa sin complica- 
ciones; esta tesis se ve apoyada por la 
estadistica de las publicaciones médicas, 
que demuestran que de hecho la letalidad 
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y la gravedad de la enfermedad aumentan 
con la edad y la duracién del proceso. 

Los calculos “silentes” de la vesicula 
biliar son asintomaticos sélo temporal- 
mente, y si no se extirpan pueden llevar a 
una operacion tardia, en una persona en 
peores condiciones, y con una enfermedad 
mas grave y con complicaciones. 

Los peligros de la colecistectomia siste- 
matica debe atribuirse mas a las debilida- 
des humanas que hay en los médicos que 
a las que hay en los enfermos. 

No se puede condenar una terapéutica 
porque fracasa en las manos de un médica 
incapaz. 

Las operaciones en la vesicula biliar, 
aun las complicadas (siempre que no se 
trate del cancer de vesicula) no tienen 
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Sometimes it seems to me that the medical profession grows more hidebound 


riesgos; en la experiencia del autor desde 
1938 sélo hubo un caso fatal, y no hubo 
ningun caso en que se dajiase el colédoco o 
la arteria hepatica. 
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instead of less, as the light of science brightens up more and more dark corners 
of ignorance. I think back to the dim and primitive world in which Paracelsus 
lived. Things must have been different then. True, that learned and eccentric 
man came to a bad end when the servants of the enraged doctors in Salzburg threw 
him out of the window and broke his neck. But while he lived, he occupied a 
professorial chair, and his enemies, even those who thought him a quack and an 
impostor, even those whose defects and malpractices he audaciously exposed, heard 
him, argued with him, gave him freedom to state his views and to prove them. 
Paracelsus today might not get pitched out of a window. He would be effectively 
muzzled before he could work his victims up to such a fighting pitch. If they could 
not plausibly attack his knowledge and his skill, they would resort to slander and 


brandish that almost mystic weapon—‘“professional ethics!” 


—Max Thorek 
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Rupture of the Extrahepatic Ducts Following a 


Nonpenetrating Injury to the Abdomen 


IGOR F. NIKISHIN, M.D., F.A.C.S. 
CANTON, OHIO 


NE OF the most serious decisions 
O the surgeon must make concerns 

the evaluation of a patient with a 
nonpenetrating injury of the abdomen. 
The lack of early localizing signs and the 
uncharacteristic response of the perito- 
neum, intestine and abdominal wall to 
various intra-abdominal pathologic con- 
ditions are factors that frequently make 
a correct diagnosis difficult. The surgeon 
is further hampered by the persistence 
of ideas derived from surgical experience 
gained during the preantibiotic era that 
are not, in some cases, applicable to the 
present day. 

The importance of a correct diagnosis, 
here as in other cases of trauma, cannot 
be overemphasized in view of the high 
mortality rate, which, with nonpenetrat- 
ing injuries to the abdomen in children, 
may be as high as 18 per cent.! There 
is obviously a need for surgical interven- 
tion in some cases, and satisfactory 
results may be obtained by proper treat- 
ment. 

Although rupture of an extrahepatic 
bile duct after a nonpenetrating injury 
to the abdomen is rare, the purpose of 
this paper is not merely to report a sur- 
gical curiosity. The seriousness of the 
resulting condition, the typical clinical 
picture, which exemplifies the need for 
occasional review of some current con- 
cepts of clinical manifestations, the evi- 
dent indications and the life-saving effect 
of the surgical procedure all warrant the 
reporting of such cases. 


Submitted for publication May 8, 1961. 


The author reports a case of in- 
complete rupture of the right hepatic 
duct following a nonpenetrating in- 
jury to the abdomen, the patient be- 
ing a 3-year-old boy. The literature 
on the subject is reviewed. The 
author describes his choice and 
manner of treatment in the case here 
reported. Although late results can- 
not be accurately predicted, the boy, 
when seen two years after surgical 
intervention, showed no signs or 
symptoms of hepatobiliary disease. 


REPORT OF A CASE 


S. C., a 83-year-old white boy, was seen in the 
emergency room at Aultman Hospital fifteen 
to thirty minutes after he was run over by a 
slow-moving car. There was no history of 
nausea, vomiting or loss of consciousness. The 
patient complained of pains in both legs and 
the right ear and an ache in the abdomen. He 
was well developed and well nourished. He 
rested quietly on his back, with both legs 
drawn up to the abdomen. The skin was rather 
pale, warm, elastic and dry. Cutaneous abra- 
sions were present over the right side of the 
head and face and over both legs. A laceration 
3 cm. long deformed the right external ear. 
A bluish discoloration of the right costoverte- 
bral angle apparently represented a subcuta- 
neous hematoma. The temperature was 37 C.; 
the pulse rate, 120 per minute; the respiratory 
rate, 20 per minute, and the blood pressure 
in millimeters of mercury,.130 systolic and 70 
diastolic. The heart and lungs were normal 
to auscultation and percussion. The abdomen 
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was moderately distended; the respiratory 
waves were not disturbed. Percussion revealed 
moderate tympanism all over the abdomen and 
was rather painful to the patient. There was 
moderate guarding but no rigidity of the ab- 
dominal wall. The abdomen was diffusely 
tender to palpation; no masses were detected. 
There was a tendency to resist palpation over 
the area of bluish discoloration in the right 
costovertebral angle. Intestinal sounds were 
infrequent but normal. An attempt to extend 
the lower extremities was vehemently opposed 
by the patient, apparently because of the pain. 
The hematocrit reading was 37 per cent and 
the value for hemoglobin 12 Gm.; there were 
26,200 leukocytes per cubic millimeter of blood, 
and the differential count was normal. The 
urine showed a trace of albumin, 2 to 4 
erythrocytes and 0 to 2 leukocytes, as well as 
4 to 6 finely granular casts, per visual field. 
The specific gravity was 1.017. The pH was 
4.5. 

Roentgen examination revealed no fracture 
and no free air in the peritoneal cavity. There 
was no enlargement of the splenic shadow. 
Moderate distention of the stomach and some 
loops of small intestine, apparently parts of 
the jejunum or the ileum, was noted. There 
were no definite fiuid levels. Aspiration of the 
stomach evacuated normal-appearing gastric 
contents and a moderate amount of air. 

The course of hospital treatment was as 
follows: The abrasions of the skin and the 
laceration of the right ear were treated in 
the usual way; the immunization status of the 
patient was checked, and antibiotics were 
given. A gastric tube was attached to an ap- 
paratus for intermittent suction. Fluids and 
electrolytes were given intravenously as a 
preparation for probable laparotomy, and the 
patient was admitted for institutional observa- 
tion. Within two hours after admission the 
abdominal “ache” had disappeared, the guard- 
ing of the abdominal wall had subsided and 
the number of leukocytes in the peripheral 
blood was again within the normal range, 
although the hematocrit and hemoglobin 
counts remained at the same level. From the 
subjective point of view the patient was im- 
proved; he was hungry. The bowel sounds in- 
creased in frequency and were again normal 
within six hours after admission. 

The gastric tube was removed the same eve- 
ning, and the patient was given a limited 
amount of fluids orally; there was no recur- 
rence of abdominal discomfort. Although the 
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child, who was recovering rapidly, had some 
epigastric pain during his fourth day in the 
hospital, it was at no time severe enough to 
cause him concern. On the seventh day after 
the injury the patient’s convalescence was in- 
terrupted by the recurrence of a definite epi- 
gastric pain, the appearance of symptoms of 
ascites and a rapid pulse. His temperature had 
risen to 37.8 C., and the number of leukocytes 
increased to 18,600. The differential count re- 
mained within the normal range. ¢ 

A laparotomy was performed on the same 
day. The operation revealed that the intra- 
peritoneal organs in the right upper quadrant 
were covered with a thick layer of yellow fibrin 
and were floating in a large quantity of bile- 
stained fluid, which was flowing freely through 
the peritoneal cavity. All the other organs in 
the abdomen were bile-stained, but none had 
the thick fibrin cover observed on those of the 
right upper quadrant. The gallbladder ap- 
peared normal upon inspection and palpation. 
The extrahepatic biliary tree also appeared 
normal except for a small rent in the right 
hepatic duct, near the point at which it emer- 
ges from the hilum of the liver. Direct obser- 
vation showed that a fine streak of golden- 
yellow bile continued to leave this rent. No 
inflammatory changes or obstructions of the 
extrahepatic ducts could be discovered. There 
was a small amount of clotted blood near the 
right hepatic duct, but no injury. to the sub- 
stance of the liver could be seen. 

Repair of the delicate right hepatic duct in 
this young patient could have been dangerous. 
A fine catheter, therefore, was placed near the 
aforementioned leak; several drains were 
placed into Morrison’s pouch through a stab 
wound in the right upper quadrant of the 
abdomen, and the abdominal wall was closed 
in layers. The postoperative course was 
stormy. All the complications were apparently 
due to the retention of bile in the right upper 
quadrant of the abdomen. It was interesting 
that the rest of the abdomen was not affected 
by those complications; no ileus, diffuse ab- 
dominal pain or distention developed. Intesti- 
nal function was undisturbed during the con- 
valescence. 

Biliary drainage began to diminish by the 
twenty-eighth postoperative day and subsided 
completely on the thirty-second. On the forty- 
sixth postoperative day the patient was dis- 
charged from the hospital. His recovery at 
home was undisturbed and complete. 


Two years after the operation the boy was 
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growing and developing normally; the scars 
were well healed; the abdominal wall was firm; 
the liver had not become enlarged, and intesti- 
nal function was satisfactory. The color of the 
fecal material obtained for examination was 
dark brown, and examination of the urine re- 
vealed no pathologic constituents. 

Review of the Literature——The exact 
number of cases of rupture of extra- 
hepatic ducts following a nonpenetrating 
injury to the abdomen is, of course, un- 
known. The injury must, however, be 
very infrequent, as is evident from the 
small number of reported cases and from 
the fact that only one such diagnosis was 
made in this institution, where the av- 
erage number of operations per year is 
7,500. 

In 1960, Lee and Wheery? collected 44 
cases from the literature of this century 
and added 1 of their own. Fletcher’ re- 
ported 1 case. Still another case has been 
mentioned by Jordan.* The etiologic fac- 
tor in all these reported cases, except 
for one reported by Mason‘ (which in- 
volved a child only 6 weeks of age in 
whose case trauma could not be satis- 
factorily proved), was a severe, blunt 
injury to the upper part of the abdomen, 
such as a direct blow, a fall against an 
obstacle or a crushing injury by an au- 
tomobile. 

Of 36 patients whose ages were known, 
13 were under 20 years of age; of these, 
8 were under 5. The youngest patient 
whose case has been reported is the afore- 
mentioned patient whose age was only 
6 weeks. None was over 54 years of age. 

No definite site of predilection for this 
injury is evident from a review of the 
reported cases. The preponderance of the 
injury to the common duct in absolute 
numbers (26 of the 44 cases in which 
the site of the rupture is known) can be 
explained by the length, position and size 
of that duct, rather than by any pecu- 
liarity of its wall. In 16 cases one of 
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the hepatic ducts and in 2 cases the cystic 
ducts had been injured. In 8 cases the 
common duct was severed completely; in 
such a case the rupture occurs, as one 
would expect, at the point of fixation of 
the common duct, that is, at the begin- 
ning of its pancreatic or retroduodenal 
portion. 

The exact mechanism by which rupture 
of the extrahepatic bile ducts takes place 
after a nonpenetrating trauma of the 
abdomen is unknown, but the following 
possibilities have been considered: direct 
compression of the ducts against the ver- 
tebral column,® a sudden increase of in- 
traductal pressure* or avulsion of the 
common duct from its point of fixation.® 
Several objections, however, can be made 
to some of those factors or to combina- 
tions of them. Experimental increase of 
intraductal pressure in the extrahepatic 
biliary tree of the goat! produced incon- 
clusive results. No obstructions or con- 
genital abnormalities of the extrahepatic 
biliary ducts that would suggest a pre- 
traumatic increase of intraductal pressure 
were detectable. There were no pathologic 
changes in the ducts, other than rupture 
itself, that would suggest a possible “locus 
minoris resistentiae” accounting for the 
site of the rupture. 

An associated intraperitoneal injury 
was observed in less than half the re- 
ported cases, and injury to the portal 
vein or the hepatic artery was observed 
in none of them, even though in some 
cases complete severance of the extrahe- 
patic bile duct had occurred. 

The clinical manifestations of rupture 
of an extrahepatic duct following a non- 
penetrating injury to the abdomen are 
characteristic. There is an initial period 
of acute sickness immediately after the 
injury, referable to the abdomen but 
with no definite localization of the ab- 
dominal complaint, followed by a symp- 
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tom-free interval of hours or days. The 
abdominal pain recurs, however; ileus, 
signs of intraperitoneal exudation and fre- 
quently jaundice appear; the patient be- 
comes dehydrated. Signs of biliary ob- 
struction may be present, especially in 
those cases in which the extrahepatic ducts 
have been completely severed. The symp- 
toms and signs are mild, as is evident 
when one considers the appalling duration 
of hospitalization prior to laparotomy in 
most of the reported cases, including the 
case here described. The average duration 
of hospitalization was seventeen days, 
some patients reaching the operating 
room on the fortieth to forty-fourth day 
of hospitalization.” 

The kind of surgical intervention used 
was obviously governed by the patient’s 
condition at the time of operation. Pri- 
mary repair of the ruptured duct was per- 
formed in 12 cases; abdominal drainage 
was the only procedure in 33 cases, and 
short-circuiting procedures for biliary 
drainage were performed in 8 cases. 

There appears to be no definite cor- 
relation between the procedure employed 
and the postoperative course of events, 
except in those cases in which the common 
duct is completely severed. In such cases, 
failure to stop the bile leakage and pro- 
vide a flow of bile to the intestines proved 
fatal. 

Although a high rate of mortality can 
be expected from injuries of such mag- 
nitude, one cannot but be impressed by 
the fact that 21 of the 52 patients whose 
cases have been reviewed died regardless 
of the treatment. The majority of such 
patients, however, were observed prior 
to 1950. Of 11 patients whose cases have 
been reported since 1950, only 2 have 
died. 

Analysis of the long-term results of 
this injury is precluded by the fact that 
frequently only a short follow-up of the 
reported cases was possible. 
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COMMENT 


The clinical diagnosis of intraperitoneal 
bile leakage is undoubtedly made more 
difficult by the persistence of some au- 
thors of surgical textbooks and treatises 
in describing bile peritonitis as an acute 
condition of the abdomen accompanied by 
muscular defense, bradycardia and hypo- 
tension, which is frequently referred to 
as “shock.” Such a description is an ac- 
curate one for the clinical condition that 
follows an intraperitoneal rupture of an 
infected gallbladder. The use of antibi- 
otics, as well as early surgical intervention 
in cases of acute cholecystitis, has made 
such an occurrence a rarity. 

Clean bile escaping from an uninfected 
bile duct causes a different set of symp- 
toms and signs. Because of the lack of 
localization and the bacterial infection 
in the peritoneal cavity, a diffuse irrita- 
tion of the peritoneum ensues, the symp- 
toms and signs of which are best referred 
to as those of “peritonism” rather than 
of peritonitis. The condition is manifested 
by diffuse, mild «bdominal pain, mild 
voluntary guarding of the abdominal wall, 
reflex depression of intestinal peristalsis 
and the absence of signs of dehydration, 
hypovolemia or infection. As soon as the 
localizing forces of the peritoneum have 
achieved their aim, the diffuse peritoneal 
irritation subsides, as is evident from 
the improvement in both the patient’s ap- 
pearance and his physiologic condition. It 
can be assumed that in many patients 
leakage of bile subsides spontaneously at 
this stage and true bile peritonitis never 
develops. 

Continued leakage of bile into the peri- 
toneal cavity, however, leads to increased 
transudation through the peritoneum and 
results in large fluid shifts and losses, 
ascites and later, hypovolemia. Immense 
quantities of fluids can be thus lost before 
the patient has any symptoms or displays 
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any signs of an intraperitoneal patho- 
logic condition. The resulting clinical 
condition is characterized by abdominal 
pains, ascites, occasionally jaundice and, 
later, signs of dehydration and hypovo- 
lemia. This course of events is character- 
istic of the patient with intraperitoneal 
leakage of noninfected bile, such as post- 
operative leakage under an effective anti- 
biotic “umbrella” or rupture of the extra- 
hepatic bile duct after a nonpenetrating 
injury to the abdomen. 

The clinical manifestations of this 
course of events can be summarized as 
follows: 

a. The young patient with a severe non- 
penetrating injury to the abdomen may 
be especially subject to rupture of an 
extrahepatic duct. 

b. There are early signs of intraperi- 
toneal irritation. 

c. There may be early but incomplete 
recovery, with “bridge” symptoms ref- 
erable to the abdomen. 


d. Symptoms recur, and there are signs 
of intraperitoneal irritation, ascites, de- 
hydration and hypovolemia. 

While the exact mechanism of rupture 
of an extrahepatic bile duct after a non- 
penetrating injury to the abdomen is un- 
known, the disproportionate number of 
children and young adults among the pa- 
tients in the reported cases indicates that 
the elasticity of the rib cage in persons 
of that age is possibly an important fac- 
tor in the substantial increase of intra- 
abdominal pressure on the ducts at the 
time of the trauma. Accordingly, injuries 
to the liver and fractures of the rib cage 
are more frequently encountered among 
older patients. 

The early appearance of signs of peri- 
toneal irritation after the nonpenetrating 
abdominal injury in those cases suggests 
early escape of the bile from the injured 
bile ducts, rather than primary incomplete 
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damage of the ductal wall leading to sub- 
sequent perforation, as one might be led 
to suspect because of the absence of con- 
comitant injuries to the adjacent struc- 
tures. 

The aim of surgical exploration is to 
prevent further loss of fluid by transuda- 
tion from the peritoneum, for a contin- 
ued and uncontrolled loss of fluid and 
electrolytes, even though bacterial infec- 
tion is absent in this well-protected in- 
jury, will invariably result in the patient’s 
death. The surgeon’s aim is best achieved 
by repairing the injured biliary duct or 
by diverting the biliary stream away from 
the peritoneum in the case of an incom- 
plete rupture of the extrahepatic biliary 
duct. If the biliary duct is completely 
severed, a way for the bile to reach the 
intestine must also be provided. 

As one can see from the review of the 
cases reported, simple drainage of the in- 
jured area was the method most fre- 
quently used, possibly because of the lapse 
of time that had occurred, in the great 
majority, between the infliction of the 
injury and the surgical exploration. 

If the extrahepatic duct is not com- 
pletely severed and there is no obstruc- 
tion to the biliary flow through the duct, 
there is no reason to assume that drain- 
age of bile will persist indefinitely. If 
the hepatic or common duct is completely 
severed, primary repair or ligature of the 
duct, with some short-circuiting proce- 
dure to provide bile evacuation into the 
intestine, is necessary. Although primary 
or secondary reconstruction of a com- 
pletely severed hepatic duct is mandatory, 
primary or secondary resection of the left 
lobe of the liver, if the left hepatic duct 
is completely severed, should be con- 
sidered. 

Apparently there is no correlation be- 
tween the mortality or morbidity rate in 
the reported cases and the type of 
procedure employed. In the case here pre- 
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sented, a simple drainage was quite 
satisfactory. 

Because of the great variation in the 
follow-ups available for the reported 
cases, a prediction of the late results of 
this injury to my patient is not possible. 
Two years after surgical intervention he 
displayed no signs or symptoms sugges- 
tive of hepatobiliary disease. 


SUMMARY 


A case of incomplete rupture of the 
right hepatic duct following a nonpene- 
trating injury of the abdomen in a 3- 
year-old white boy is described, and the 
reported cases of rupture of an extra- 
hepatic biliary duct following a nonpene- 
trating injury to the abdomen are re- 
viewed. 

The clinical manifestations are corre- 
lated with the probable intraperitoneal 
changes following the escape of nonin- 
fected bile into a healthy peritoneal cavity. 
It is noted that symptoms and signs are 
rather mild and do not correspond to 
the manifestations of “classic” biliary 
peritonitis as observed after rupture of 
an infected gallbladder. 

The fluid and electrolyte losses due to 
irritation of the peritoneum by the es- 
caping bile, as well as the necessity to 
provide for drainage of bile into the in- 
testine in case of complete severance of 
the common hepatic or the common duct, 
make surgical intervention mandatory. 
This should consist of repair of the in- 
jured duct, if possible; diversion of the 
biliary stream away from the peritoneum, 
and provision for the drainage of bile 
into the intestine by a short-circuiting 
procedure whenever a primary repair of 
a completely severed hepatic or common 
duct is not feasible and the duct must be 
ligated to prevent leakage of bile. Diver- 
sion of the bile flow away from the per- 
itoneal cavity was quite satisfactory in 
the case here presented. 
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Although late results of this injury 
cannot be prognosticated with any degree 
of probability, the patient in the case 
here reported has displayed no symptoms 
or signs of hepatobiliary disease two years 
after surgical intervention. 


ZUSAM MENFASSUNG 


Es wird iiber den Fall einer teilweisen 
Zerreissung des rechten Leberganges als 
Folge einer nicht penetrierenden Bauch- 
verletzung bei einem dreijahrigen Knaben 
beschrieben. Die in der Literatur berich- 
teten Falle von Zerreissung eines extra- 
hepatischen Gallengangs nach nicht pene- 
trierender Bauchverletzung werden durch- 
gesehen. 

Die klinischen Erscheinungen stehen zu 
den annehmbaren intraperitonealen Ver- 
anderungen in Beziehung, die auf den 
Ausfluss nicht infizierter Galle in die ge- 
sunde Bauchhiohle folgen. Die Symptome 
und Krankheitszeichen sind verhiltnis- 
massig milder Art und lassen sich nicht 
mit den Erscheinungen der “klassischen” 
biliaren Bauchfellentziindung vergleichen, 
die man nach Platzen einer infizierten Gal- 
lenblase beobachtet. 

Der Wasser- und Elektrolytenverlust 
infolge der Bauchfellreizung durch die 
entweichende Galle und die Notwendig- 
keit, bei vélliger Durchtrennung des ge- 
meinsamen Leberganges oder des Chole- 
dochus den Gallenabfluss in den Darm 
wiederherzustellen, machen einen chirur- 
gischen Eingriff unerlasslich. Dieser sollte 
wenn modglich in einer Wiederherstellung 
des verletzten Ganges bestehen. Sollte 
die primaire Wiederherstellung eines vé6l- 
lig durchtrennten Ductus hepaticus oder 
choledochus unausfiihrbar und zur Ver- 
meidung des Durchsickerns von Galle die 
Abbindung des Ganges notwendig sein, 
muss eine Ableitung des Gallenstroms von 
der Bauchhéhle und die Schaffung eines 
Gallenflusses in den Darm durch eine 
kurzschliessende Operation erfolgen. In 
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dem hier vorgestellten Fall war die Ab- 
leitung des Gallenflusses von der Bauch- 
hohle recht zufriedenstellend. 

Wenn sich auch Endresultate dieser 
Verletzung nicht mit irgendeinem Grad 


‘yon Wahrscheinlichkeit voraussagen las- 


sen, so ist doch festzustellen, dass der 
Kranke, iiber den hier berichtet wird, zwei 
Jahre nach dem chirurgischen Eingriff 
keine Symptome oder Zeichen einer Er- 
krankung der Leber oder des Gallengangs- 
systems aufzuweisen hatte. 


RESUME 


L’auteur décrit un cas de rupture in- 
compléte du canal hépatique droit aprés 
une lésion non pénétrante de l’abdomen 
chez un enfant blanc de 3 ans, et passe en 
revue les cas de la littérature se rappor- 
tant a la rupture d’un canal biliaire ex- 
trahépatique aprés lésion non pénétrante 
de l’abdomen. 

Les symptomes cliniques sont en corré- 
lation avec les modifications intrapérito- 
néales pouvant vraisemblablement se pro- 
duire aprés un échappement de bile non 
infectée dans une cavité péritonéale saine. 
Il est a noter que les signes et symptémes 
sont plutot bénins et ne correspondent pas 
aux manifestations de la péritonite biliaire 
“classique”’ observée aprés rupture d’une 
vésicule biliaire infectée. 

Les pertes de liquide et d’électrolyte dues 
a une irritation du péritoine par |’échappe- 
ment de la bile, ainsi que la nécessité d’éta- 
blir un drainage biliaire dans |’intestin en 
cas de rupture compléte du canal hépatique 
ou du canal biliaire, exigent une interven- 
tion chirurgicale, ayant pour but: a) de 
réparer si possible le canal lésé; 2) de 
créer une dérivation du flot biliaire loin du 
péritoine; c) d’assurer un drainage biliaire 
dans l’intestin selon une technique de 
court-circuitage chaque fois que la répara- 
tion primaire d’un canal hépatique ou bi- 
liaire totalement sectionné est impossible, 
et le canal doit étre ligaturé afin de pré- 
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venir un échappement de bile. La dériva- 
tion du flot biliaire loin de la cavité péri- 
tonéale a été tout 4 fait satisfaisante dans 
le cas présenté ici. 

Bien qu’il soit impossible de prévoir les 
résultats éloignés d’une telle lésion, le cas 
décrit par |’auteur n’a montré aucun signe 
ni symptome d’affection hépatobiliaire lors 
d’un controle deux ans aprés l’intervention 
chirurgicale. 


SUMARIO 


Descreve um caso de rutura incompleta 
do ducto hepatico direito que se seguiu a 
um trauma n&o penetrante do abdomen em 
um menino de trés anos de idade, revi- 
sando os casos de ruturas de ductos bilia- 
res extra-hepaticos consequentes de trau- 
mas nao penetrantes do abdomen. 

As manifestacgées clinicas sao correlates 
com as provaveis modificacées interperi- 
tonais que se seguem ao escape de bili nao 
infectada para o interior da cavidade peri- 
tonial sé. Notou-se que sintomas e sinais 
séo mais brandos e nado correspondem as 
manifestacées da peritonite biliar “clas- 
sica” como os que se observam apés rutura 
de uma visicula biliar infectada. As per- 
das de fluidos e de eletrolidos devido a ir- 
ritacéo peritonial pela bili estravasada, 
assim como a necessidade de prover drena- 
gem da mesma para o intestino em casos 
de seccéo completa do hepatico comum ou 
do ducto comum torna a intervencao cirtr- 
gica obrigatoria. Esta deve consistir, se 
possivel na reparacao do ducto traumati- 
zado, desvio da corrente biliar do perité- 
mio e prover meios para que a drenagem 
de bili para o intestino por um método de 
circuito curto sempre que nao seja possi- 
vel uma reparacao completa do ducto he- 
patico e quando este deva ser ligado para 
previnir o estravazamento de bili. 

O desvio do fluxo biliar da cavidade pe- 
ritonial foi bastante satisfatoério no caso 
aqui apresentado. 

Embora os resultados tardios deste 
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trauma nao possam ser proganasticados 
com nenhum grau de probabilidade, o pa- 
ciente apresentado neste trabalho nado 
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apresentou sintomas e sinais de doenca 
hepatobiliar durante dois anos apés a in- 
tervencao cirtrgica. 
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It has been said that during Harvey’s lifetime not one man over forty accepted 
his theory. Harvey backed away from the controversy, refusing as consistently 
as he could to be drawn into it. Part of the reason why the book had a delayed 
effect was that it did not bring about any sudden changes in the practice of surgery 
or medicine; Harvey’s theory was not a new technique, but an explanation. It 
supplied the reason for many things the doctors did with good results without 
knowing why. Harvey’s work eliminated confusion, put research on the right track 
and so opened the way for a long series of dependent discoveries the end of which 
is not yet. Before Harvey’s theory could have a direct effect on techniques, it 
needed to be assimilated and elaborated. This took time—more time than there 
was remaining to Harvey himself. 

Nevertheless, he lived to see the truth of his discoveries widely acknowledged. 
It was the death blow to superstition, and from this time on we hear no more 
about those “spirits,” vital and natural, inhabiting the blood. Harvey had solved 
the last great anatomical mystery and brought to an end the semi-mystic, semi- 


theological attitude toward medical science. 
—Young 
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Gallstone Ileus 


ISADORE SCHWARTZ, M.D., F.A.C.S., F.1.C.S.* 
QUINCY, MASSACHUSETTS 


for this paper was “Intestinal Ob- 

struction Due to Gallstones or Gall- 
stone Ileus,” for two purposes: first, to 
reiterate and emphasize a number of clin- 
ical and laboratory features of a disease 
whose incidence is waning, and second, to 
stimulate surgeons to think of this con- 
dition when the differential diagnosis of 
obstruction of the small bowel in the eld- 
erly patient is under consideration. 


Mi: ORIGINAL choice of a subject 


I also wish to report a case of “recurrent 
small bowel obstruction due to gallstones” 
and add this case to the 19 cases of re- 
current gallstone ileus already recorded in 
the English and American literature as of 


May 1961, when Kirkland and Croce of 
Worcester, Massachusetts, reported 3 such 
cases in the Journal of the American Medi- 
cal Association (May 13, 1961). 


With regard to the waning incidence of 
this disease, one need only refer to a 
paper published in 1942 by Foss and 
Sommers, in which its incidence in all 
cases of obstruction of the small bowel 
was estimated at 4 per cent. Dubin and 
Peterson, in 1939, reported an incidence 
of 5.3 per cent. In 1958, however, Claude 
Welch stated that in 8 per cent of all 
the cases of obstruction of the small bowel 
at the Massachusetts General Hospital the 
cause was gallstone ileus. 


*Clinical Instructor in Surgery, Tufts University, School of 
Medicine; Senior Surgeon, Division Chief and Director of 
Surgical Education, Quincy City Hospital; Visiting Surgeon, 
Tufts University School of Medicine, Surgical Service, Boston 
City Hospital; Chief of Surgery, Jewish Memorial Hospital 
and Surgeon of the Active Staff, Faulkner Hospital. 

Read at a meeting of the New England Region, United 
States Section, International College of Surgeons, Cape Cod, 
July 14-18, 1961. 

Submitted for publication July 26, 1961. 


The subject of gallstone ileus is 
briefly reviewed and relevant prob- 
lems are discussed, with special 
emphasis on diagnostic features. A 
case of recurrent gallstone ileus is 
reported. 


Other authors vary; current reports of 
the incidence range from 1 to 2 per cent 
of all cases of obstruction of the small 
bowel. It is interesting to note, however, 
that Bockus and Gilbert, in 1957, re- 
marked that in their experience gallstone 
ileus is present in 25 per cent of all cases 
of obstruction of the small bowel in per- 
sons past 70 years of age. They reviewed 
179 such cases. Also worth noting is a 
series of 2,700 cases of disease of the 
biliary tract reviewed by Foss and Som- 
mers in 1942; the incidence of gallstone 
ileus in their series was 0.3 per cent. 


Pathogenesis.—In most cases, gallstone 
ileus occurs as the result of an internal 
biliary fistula) more commonly from a 
cholecystenteric than from a choledocho- 
enteric fistula. Occasionally a large stone 
erodes through the distal common duct 
and ampulla of Vater directly into the 
duodenum. The most common cause of 
fistula formation in the cases of gallstone 
ileus reviewed were cholecystitis and 
cholelithiasis. This is also important to 
remember in considering the diagnosis, 
and I shall dwell on this point in discuss- 
ing the diagnostic features. 


Inflammatory reactions of the gall- 
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bladder cause the organs to adhere to 
some portion of the gastrointestinal tract, 
and then the additive effect of pressure 
from an impacted gallstone produces a 
further inflammatory and necrotic process 
that leads to the formation of a fistula. 
According to McCready of the Mayo 
Clinic, the most common gastrointestinal 
sites of such a fistula with the gallbladder 
are, in order of frequency, as follows: 
(1) the duodenum, (2) the ileum, (3) the 
stomach and (4) the colon. 


It should be noted, however, that per- 
forating duodenal ulcers and erosions of 
malignant growths can also produce 
cholecystenteric and choledochoenteric fis- 
tulas. The most common sites of obstruc- 
tion in the small bowel, in their order of 
frequency, are: (1) the ileum (usually 
the terminal portion); (2) the colon 
(usually the sigmoid flexure); (3) the 
duodenum, and (4) the jejunum. 


Ward Young of Ohio recently reported 
an interesting case of acute obstruction 
of the sigmoid portion of the colon due to 
a gallstone. Two other factors to note in 
studying the pathogenesis are that most 
gallstones that cause obstruction of the 
small bowel are 2.5 cm. or greater in 
diameter, and that the obstruction may be 
caused either by a single stone or by mul- 
tiple stones. 


I should now like to discuss the various 
clinical signs and symptoms presented in 
cases of gallstone ileus and to evaluate 
their significance, either singly or collec- 
tively, in the diagnosis of this disease. 
The points of emphasis arise from a re- 
view of the literature and include my 
personal experience with 6 cases of gall- 
stone ileus over a twelve-year period. 


Age and Sex Incidence.—In most cases 
the patient is female (a 10:1 ratio over 
the male), and the condition occurs most 
commonly in persons 60 years of age and 
older. I have had 1 personal case in which 
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the patient was a woman in her early 
forties. 

History.—A careful history will reveal 
that the patient has had disease of the 
biliary tree—specifically, biliary colic in 
50 per cent of the cases. From about 20 
per cent one can elicit a history of a 
recent attack of pain in the right upper 
abdominal quadrant, strongly suggestive 
of a perforation of the gallbladder. Foss 
and Sommers reported jaundice as a 
symptom in 10 of 150 cases. 

Complaints.—Most often the patient 
will complain of intermittent attacks of 
abdominal cramps and of nausea and 
vomiting at intervals of one to two days. 
Finally, when a stone has become im- 
pacted in the distal portion of the ileum, 
the full-blown syndrome of complete ob- 
struction of the small bowel will become 
clinically recognizable. 

Signs and Symptoms.—Abdominal] ten- 
derness is rare, as strangulation obstruc- 
tion is rare in association with this con- 
dition. It will develop, however, when 
pressure necrosis ensues at the point of 
complete obstruction and, as was stated 
by Claude Welch, “when there is a vol- 
vulus of a distended loop above a fixed 
impacted stone.” In a negative way, the 
absence of a laparotomy scar and of any 
obvious hernia should make one alert to 
the possibility of gallstone ileus when one 
examines a patient with an obstruction of 
the small bowel. 

Roentgen Picture.——Finally, there are 
the significant roentgen evidences. These 
have been summarized by Rigler and 
others as follows: 

a. The presence of air or contrast me- 
dium in the biliary tree. If time per- 
mits, thin barium can be given the 
patient. It is even less irritating to 
use a newer preparation—Gastro- 
graffin—which causes practically no 

reaction if expelled into the free 
peritoneal cavity. Many workers at 
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the Boston City Hospital have used 
this material in the diagnosis of 
perforated versus penetrating ulcer, 
with excellent results and little or no 
reaction. 
I should like to emphasize one point: 
When the diagnosis of gallstone ileus 
is thought of, the physician should di- 
rect the roentgen department to take 
spot films of the right upper ab- 
dominal quadrant, with special views 
centered over the liver. In about 60 
to 70 per cent of the cases this “air 
in the biliary tree” will be revealed. 

. The visualization of a gallstone in the 
small intestine, either directly or by 
means of a contrast medium. This 
sign was present in only about 25 to 
50 per cent of the reported cases. 

. Change in position of a stone pre- 
viously observed. 

d. Roentgen evidence of either partial or 

complete intestinal obstruction. 


I should like to emphasize, in summary 
form, the need of remembering and 
suspecting diagnosis of gallstone ileus 
when an elderly woman presents the clini- 
cal and roentgen picture of obstruction of 
the small bowel and physical examination 
fails to reveal a laparotomy scar or an 
obvious hernia. 


I shall merely touch on some of the 
aspects of treatment and prognosis. Oper- 
ation should be performed as soon as 
feasible. One should not recommend wait- 
ing for the spontaneous passage of a gall- 
stone that has already produced obstruc- 
tion, even if the obstruction is only partial. 


At operation one should locate the stone, 
dislodge it gently proximal to the im- 
pacted area and then perform an enter- 
otomy for removal of the stone through 
the more nearly normal proximal intes- 
tine. The enterotomy incision is usually 
closed in two layers. Sometimes the stone 
cannot be dislodged and one is forced to 
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carry out the enterotomy at the site of 
impaction. If a gangrenous area is re- 
vealed, a resection with end-to-end anas- 
tomosis should be done. 

Until 1951 most of the published series 
reported a mortality rate ranging from 
40 to 60 per cent. Recent reports from 
Wangensteen’s clinic show a drop of 25 
per cent. A recent paper by Kirkland 
and Croce (May 1961) indicated a mor- 
tality rate of 16.7 per cent of 16 cases, 
with no deaths in 3 cases of recurrence. 
In 6 cases of recurrent gallstone ileus, 
including the one here reported, I have 
encountered no deaths. 


REPORT OF A CASE 


On Aug. 16, 1957, R. G., a white woman 
aged 85, was admitted to the Quincy City Hos- 
pital with a history of pain in the right upper 
abdominal quadrant, with nausea and bilious 
vomiting of three days’ duration. On the 
day of admission the pain was referred to the 
right lower quadrant, and cramplike pains 
were noted by the patient. There was some 
tenderness in both right quadrants, with mini- 
mal spasm in the lower. There was also an ir- 
reducible umbilical hernia. The white blood 
cell count was elevated to 18,000 per cubic 
millimeter, and a flat abdominal film on ad- 
mission revealed one loop of dilated small 
bowel in the left upper quadrant. The patient 
improved for twenty-four hours, after which 
crampy pains in the right upper quadrant 
again developed. The intestine was somewhat 
more distended, and, on August 19, flat and 
upright abdominal roentgenograms revealed 
several loops of dilated small bowel, as well as 
a duodenal biliary fistula, with air in the bili- 
ary tree. 

The patient was taken to the operating 
room, where an impacted gallstone was re- 
moved from the terminal portion of the ileum. 
She was discharged, improved, on August 28. 

On October 25 she was again admitted with 
a diagnosis of acute gangrenous cholecystitis 
with abscess formation. After hydration and 
adequate preparation, cholecystostomy and 
drainage of pericholecystic abscess were car- 
ried out, with the region under local anesthe- 
sia. The patient again improved and was dis- 
charged on November 13. 
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She was well at home for ten days and was 
then readmitted to the hospital with signs, 
symptoms and roentgen evidence of obstruc- 
tion of the small bowel. The film taken at this 
time failed to reveal a duodenobiliary fistula. 

The patient was again prepared for surgical 
intervention. At operation, another impacted 
gallstone was found in the distal portion of 
the ileum about 2 inches (5 cm.) distal to the 
site of enterotomy. In addition, volvulus of a 
loop of the distal portion of the ileum was 
present, just proximal to the impacted gall- 
stone. The patient recovered and was dis- 
charged on Dec. 4, 1957. 

On June 20, 1961, the patient was still alive, 
active and ambulatory, complaining occasion- 
ally of nausea and of some distress in the right 
upper quadrant of the abdomen. 


RESUME 


La question de |’ileus par calcul biliaire 
est brievement analysé, et les problémes 
y relatifs sont discutés, en insistant par- 
ticuliérement sur certains aspects du diag- 
nostic. Un cas d’ileus récidivant, par calcul 
biliaire, est décrit. 


ZUSAM MENFASSUNG 


Es liegt ein kurzer Uberblick iiber das 
Thema des Diinndarmverschlusses durch 
Gallensteine vor. Die damit verbundenen 
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Probleme werden unter Betonung der 
Diagnostik erértert. Uber einen Fall eines 
riickfalligen Gallensteinileus’ wird be- 


richtet. 
SUMARIO 


E resumidamente revisto o tema de cal- 
culos vesicais ileais e problemas revelantes 
ciscutidos com énfase especial os quadros 
de diagnéstico. E relatado um caso de 
calculo biliar ileal recorrente. 
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also to all nonmedical writers and even to other artists—that is evidenced in their 


own life stories. This is the lack of action in their lives. As a rule, the more prolific 


an artist’s output is, the less active is his life. 


The cases of writers who were men of action, such as Cervantes, Lope de Vega, 


Dumas, and Joseph Conrad, are the exception that proves the rule. 


—NMarti-Ibanez 
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Nonspecific Benign Ulcers of the Cecum 


HARRY LEBOW, M.D. 


WEST HEMPSTEAD, NEW YORK 
AND 


ALEXANDER ZABIN, M.D., F.L.C.S. 


HIS condition was first described by 
Cruvelhier in 1930 in his Atlas of 
Anatomy and Pathology.’ That this 

entity is uncommon is attested to by the 
fact that up to 1955 only 85 cases had been 
described in the literature. No report con- 
tains a series of more than 3 cases. These 
ulcers are interesting for two reasons, 
their speculative etiologic background and 
the fact that they are sometimes difficult 
to differentiate from carcinoma. Theories 
of the causation of such ulcers are similar 
to those advanced for ulcers occurring in 
other parts of the gastrointestinal tract 
and quite as varied. They include inflam- 
matory, circulatory,? neurogenic, bacteri- 
ologic,* toxic,t digestive and purely me- 
chanical® factors. 

These ulcers are thought to resemble 
duodenal ulcers in that both occur opposite 
or in relation to a part of the intestine 
that is guarded by a valve or sphincter, 
and both have similar and connected in- 
nervations. In both the blood supply of 
the affected area is relatively deficient, 
particularly when the bowel is distended. 
The slightly acid pH of the feces*» in the 
terminal portion of the ileum, which de- 
livers its contents toward this segment, 
further strengthens the analogy. 

A more recent theory as to the cause 
is that these ulcers are the end stage 
of cicatrization of a diverticulum. Diver- 
ticulum of the cecum occurs in persons 
of the same age group that predominates 
among ulcer patients. They occur at about 
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Nonspecific benign ulcers of the 
cecum are rare. Their cause remains 
a matter of speculation, and their 
confusing similarity to carcinoma 
adds interest to the various theories 
advanced. The treatment is surgical: 
there is no record of recovery in a 
case of acute involvement without 
operation. After a brief review of the 
literature, the author reports a case 
of his own. 


the same site, within 3 inches (7.5 cms.) 
of the cecal valve, and they have the same 
complications. Several cases have been 
described in which, at operation, a fecalith 
was discovered in a diverticulum which, 
when the fecalith was removed, looked 
exactly like a simple benign ulcer. 
Differentiation from carcinoma may 
sometimes be difficult, particularly if there 
is much surrounding inflammatory reac- 
tion. Carcinoma of the cecum rarely be- 
comes an emergency unless perforation 
occurs or it obstructs the appendix or the 
ileocecal valve. On palpation the simple 
ulcer is deeper and appears to be in the 
wall rather than extruding above the 
mucous membrane as does carcinoma. The 
benign ulcer is more regular and punched 
out. It is neither irregular nor as hard 
as the carcinomatous ulcer. The latter oc- 
curs chiefly in an older age group, gives 
a longer history and is frequently accom- 
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panied by anemia. Cecotomy of course 
would help one to make a definite diag- 
nosis. Theoretically, however, this may 
be objectionable, because of the danger of 
implantation and dissemination of carci- 
noma cells should the lesion be malignant. 


Clinical Features.——There are no pa- 
thognomonic signs to aid in the diagnosis 
of cecal ulcer. The symptoms are usually 
those of appendicitis. The entity most 
commonly occurs in early adult life. There 
is frequently no antecedent history of ab- 
dominal pain, and vomiting is infrequent, 
though nausea is common. The complica- 
tions are perforation, peritonitis, hemor- 
rhage and abscess formation. Perforation 
occurs in about 65 per cent of the cases. 


Treatment.—There is no record of re- 
covery without operation in a case of acute 
involvement. Prior to the advent of mod- 
ern surgical technics the mortality rate 
ranged from 50 to 65 per cent. This rate 
has decidedly decreased with modern 
therapy. The choice of an operative pro- 
cedure should depend upon the state of 
the ulcer, its size and proximity to the 
ileocecal valve, the presence or absence 
of peritonitis and the possibility that it 
may be malignant. The following modes 
of therapy may be utilized: (1) For the 
nonperforating ulcer, either wedge resec- 
tion or peritonization with Lembert su- 
tures may be employed. (2) If perforation 
has occurred, either closure or excision 
with drainage in both instances, exterior- 
ization when closure is not possible, or 
extensive ileocolic resection under suitable 
conditions is acceptable. Ileocolic resection 
will most often be the best procedure, es- 
pecially if there is any doubt as to the 
benignity of the lesion. There is one school 
of thought, however, that advises that 
nothing can be done when carcinoma can- 
not be definitely ruled out and that a 
definite roentgen diagnosis can be made 
later and the patient adequately prepared 
for operation.® 
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The following case of benign nonspecific 
ulcer of the cecum is reported because of 
its relative rarity, its speculative cause 
and, at times, the difficulty of differentiat- 
ing it from a malignant process. 


REPORT OF A CASE 


A white unmarried woman aged 18 was 
admitted to the hospital by one of us (H. L.) 
for operation. She stated that epigastric 
pain started at 3 p.m. on the day prior to 
admission, and became localized to the right 
lower abdominal quadrant seven hours later. 
There were nausea and anorexia, but no 
vomiting. There was no history of abdominal 
complaints prior to the present illness. The 
genitourinary tract was normal on examina- 
tion, and there was no history of gynecologic 
disease. Examination of the abdomen showed 
deep tenderness and suggestive rebound 
tenderness in the right lower quadrant, as 
well as suggestive rigidity. No masses could 
be palpated through a rather obese abdomi- 
nal wall. The temperature was 100 F. and 
the pulse rate 82. There were 14,010 leuko- 
cytes per cubic millimeter of blood, with 80 
per cent polymorphonuclears and 4 per cent 
stab cells. The urine was normal. The patient 
did not appear to be acutely ill. She was 
observed for about six hours, but, since the 
signs and symptoms persisted, operation was 
advised. 

A right rectus rather than a McBurney in- 
cision was made, because the preoperative 
diagnosis of acute appendicitis had been 
made with some reservation. 

When the peritoneal cavity was opened, 
the appendix was normal. No abnormal free 
fluid was present. In the posterior wall of 
the cecum, about 2 cm. from the ileocecal 
valve, there was a palpable hard discoid 
mass about 3 inches (7.5 cm.) in diameter. 
In the center of this mass was an ulcer 
crater about 34 inch (1.9 cm.) in diameter, 
which appeared to extend through the entire 
thickness of the cecal wall. On palpation 
this ulcer felt exactly like a benign gastric 
ulcer that had penetrated to the pancreas. A 
number of nodes were palpated in the ileo- 
cecal angle. There was edema of the tissues 
about the base of the mass, which was ad- 
herent to the posterior wall. Exploration of 
the rest of the gastrointestinal tract re- 
vealed no other abnormalities. The lesion was 
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recognized as a benign nonspecific ulcer. An 
ileocolic resection rather than a wedge re- 
section was performed, because of the prox- 
imity of the mass to the ileocecal valve and 
the remote possibility that the lesion was 
malignant. Intestinal continuity was estab- 
lished by end-to-end anastomosis. The pa- 
tient made an uneventful recovery with pri- 
mary incisional healing, and was discharged 
on the tenth postoperative day. 


ZUSAMMENFASSUNG 


Unspezifische gutartige Geschwiire des 
Zékums sind selten. Ihre Atiologie bleibt 
eine Sache der Vermutung. Die verwir- 
rende Ahnlichkeit dieser Erkrankung mit 
dem Karzinom steigert das Interesse an 
den verschiedenen vorgebrachten Theo- 
rien. Die Behandlung ist eine chirurgische. 
Es liegt noch kein Bericht iiber die Heilung 
eines akuten Falles ohne Operation vor. 
Nach einem kurzen Uberblick tiber das 
Schrifttum berichten die Verfasser tiber 
einen eigenen Fall. 


RESUMEN 


Las ulceras inespecificas benignas del 
ciego son raras. La causa 0 causas que 
las producen siguen siendo materia de 
especulacién, y la semejanza que tienen 
con el carcinoma ajiade interés a las di- 
versas teorias patogénicas propuestas. Su 
tratamiento es quirirgico; no hay un solo 
caso publicado de curaci6én, si se trata de 
un caso agudo, sin operacién. El autor re- 
visa los casos publicados y presenta uno 
de su propia experiencia. 


RESUME 
Les ulcéres bénins, non spécifiques du 
caecum sont rares. Leurs causes restent 
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matiére a spéculation, et leur similitude 
troublante avec le carcinome ajoute de |’in- 
térét aux diverses théories avancées. Le 
traitement est chirurgical; ]’on ne connait 
pas une seule guérison de cas aigu sans 
opération. Aprés un bref apercu de la lit- 
térature l’auteur décrit un cas personnel. 


RIASSUNTO 


Le ulcere benigne non specifiche del ceco 
sono rare. La loro causa e’ ancora oscura 
e la loro stretta rassomiglianza con il car- 
cinoma aumenta l’interesse per tali affe- 
zioni. La cura e’ chirurgica, poiche’ non 
vi e’ possibilita’ di guarigione al di fuori 
dell’intervento. 

Viene riferito un caso personale e fatta 
una breve rassegna della letteratura. 


SUMARIO 


As ulceras benignas nao especificadas 
do céco sao raras. Sua causa ou causas 
permanecem motivo de especulagao e sua 


confusa similariedade com o carcinoma 
acrescenta interesse 4s varias teorias su- 
geridas. O tratamento é cirurgico; nao 
existe relato de recuperag&o sem operacao 
em caso agudo. Apos breve revisao da 
literatura, o A. relata um caso pessoal. 
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General Surgery 


HERE IS no intent in this paper to 
as proselytize or even to attempt to give 

a short course in psychiatry to 
readers whose primary interest is in sur- 
gery. I do, however, appreciate the oppor- 
tunity to share some thoughts with you 
on the psychic impact of carcinoma and 
the psychologic implications in the man- 
agement of the patient. Sensitive surgeons 
and internists have become increasingly 
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The psychic complications of car- 
cinoma, whether the patient knows 
of the diagnosis or merely suspects 
it, are numerous and varied, with at 
least equal variation in the reactions 
of the patient as determined by his 
temperament, personality and habits 
of thought, and, in many cases, by 
the reactions of his family and others 
with whom he is closely associated, 
Gentleness, understanding and a 
constructive outlook on the part of 
the surgeon can accomplish much 
toward the patient's peace of mind. 


Tae Psychologic Management of the Patient 


with Carcinoma 


EDWARD M. LITIN, M.D. 
ROCHESTER, MINNESOTA 


aware of the importance of these factors, 
and they realize that carcinoma not only 
makes serious attacks on the body but 
invariably affects adversely the patient’s 
emotional well-being, his family and his 
entire environment. For this reason, more 
and more psychologic studies of such pa- 
tients are being made, and this informa- 
tion is being made available to physicians 
who are concerned primarily with the en- 
tire care of the patient as opposed to a 
strictly technical attack on the disease. 


The Patient and the Diagnosis.—The 
initial question that confronts one is 
whether or not the diagnosis should be 
discussed with the patient. Admittedly, the 
psychiatric viewpoint on this subject is 
somewhat theoretic; psychiatrists rarely 
are directly involved when a diagnosis of 
carcinoma is made and this problem arises. 
Yet emotional reactions are the stock in 
trade of the psychiatrist, and whether or 
not the patient is told about his malady 
is decided by the physician’s preappraisal 
of his emotional reactions. I suspect that, 
with few exceptions, psychiatrists would 
agree that in almost all cases the diagnosis 
can and should be discussed with the pa- 
tient, fully and honestly. To take such a 
strong stand requires elaboration and 
background evidence, which should be sub- 
mitted as justification. It is redundant to 
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point out that each patient has his own 
unique set of characteristics, which deter- 
mine the manner in which he will react 
to the overwhelming revelation that he 
has carcinoma. There are those who face 
this disclosure with great objectivity and 
courage, but others are thrown into panic 
or depression by it, and still others refuse 
to accept it at all. These reactions are 
determined by the patient’s previous per- 
sonality makeup, which is colored from 
early life by the various experiences he 
has had, the types of stress to which he 
has been subjected and the psychologic 
methods by which he has been able to deal 
with such stresses. Some persons are able 
to adapt amazingly well to the most ad- 
verse circumstances, while others are 
psychologically bankrupt and literally fall 
apart in the face of a new and frightening 
situation. The latter group, however, for- 
tunately is far smaller than many doctors 
realize. The human being is not nearly so 
brittle as one suspects, and, after an ex- 


pected initial period of acute emotional 
turmoil, most persons can accept even the 
most disheartening news. There are guide- 
posts a physician can use to predict his 
patient’s reaction to the disclosure that 
he has carcinoma. 


Three Phases of the Patient’s Adjust- 
ment.—It is relevant here to consider 
Renneke’s outline of the three phases 
through which one may expect the average 
person to pass when he is told that he 
has carcinoma. 

First, there is initial shock, associated 
with acute fear and depression. This, for- 
tunately, is short-lived. Sometimes it is 
not seen at all, since the patient may have 
been strongly suspicious or even aware 
of the fact beforehand. The initial shock 
phase is accompanied by great anxiety 
and feelings of unreality, accompanied by 
inward expressions such as, “This isn’t 
really happening to me.” This uncomfor- 
table period is dreaded most by all con- 
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cerned, and, in an attempt to avoid it, the 
diagnosis of carcinoma is often withheld 
from the patient. It is an uncomfortable 
period not only for the patient and his 
family but for the physician. This initial 
shock phase passes with relative rapidity 
into the second phase. 

The second phase concerns early meas- 
ures having to do with stress and threat 
to life. This phase is marked by use of a 
common and somewhat protective psychic 
defense, which all physicians and sur- 
geons have seen in operation many times, 
i.e., denial. This is the defense most com- 
monly employed by the personality to 
protect itself against overwhelming, cata- 
strophic anxiety. One of the things the 
psychiatrist has learned is to respect such 
overdetermined defenses when he en- 
counters them. To attempt to ride rough- 
shod over them sometimes can precipitate 
a severe panic, a psychosis or even a 
suicidal reaction. Fortunately, however, 
such strong and persistent denials are 
rare; the usual form of denial lasts for a 
relatively short period, to be brushed aside 
quickly by reality. During this second 
phase the patient gradually, through a 
mourning process, leaves behind his pre- 
carcinomatous image. There is an “agon- 
izing reappraisal” of the self, followed 
by acceptance of the reality of the carci- 
noma and its full implications. 

The third phase is really an extension 
and completion of the second phase. In 
this third phase the patient has gradually 
acquired a new picture of himself, with 
altered perspectives, goals and, at times, 
behavior and appearance. It is the long- 
term successful adjustment to the new 
realities of the situation. 

There are definite indexes that point 
a successful and rapid completion of these 
three phases. Obviously, a busy surgeon 
cannot be expected to take a detailed psy- 
chiatric history of every patient who has 
carcinoma in order to determine the suita- 
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bility of informing the patient of his mal- 
ady; but the following points should be 
borne in mind as indicative of a stable 
personality, of a person who can accept a 
rather frank and truthful discussion of the 
situation without becoming emotionally 
decompensated. 


First of all, a history of successful 
adaptation to earlier periods of stress and 
of good current adjustment, work and 
relations with others is of great impor- 
tance. A successful marriage, in which the 
partner is supportive and is one with 
whom the patient can communicate freely 
and openly, is a tremendous advantage. 
An obvious aid is the presence of a warm, 
sympathetic, mature physician who can 
enter into an honest physician-patient 
relation and can be depended upon to 
deliver the truth and a careful explanation 
of the patient’s condition. Now, if all these 
factors are present, the physician need 
have no hesitation about informing the 
patient that he has carcinoma and dis- 
cussing it fully with him. If all or most 
of these factors are absent there is some 
justification in withholding the diagnosis, 
since psychiatric complications are pos- 
sible and the third completion phase would 
not be successful. 


Nature of the Lesion and Surgical 
Treatment.—At this point the types of 
carcinoma under discussion should be 
clarified to some extent. Carcinoma is cer- 
tainly not a unitary lesion, and its loca- 
tion and type, its relative benignancy or 
malignancy and the stage at which it is 
discovered all have bearing on the basic 
question. Obviously, it makes a great dif- 
ference if the lesion is relatively super- 
ficial, relatively benign and of a type that 
the physician can eradicate completely and 
permanently. This was obvious in the 
study by Fitts and Ravdin,! in which they 
noted that 94 per cent of the dermatolo- 
gists concerned told their patients the true 
diagnosis when carcinoma was present. 
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This was in contrast to the action of in- 
ternists and surgeons, fewer than half 
of whom told their patients what the con- 
dition was. No one wants to be the bearer 
of sad tidings, and it is natural to be 
reluctant to tell a person that he has 
carcinoma, especially when such grave 
news cannot be mitigated by an assurance 
that the lesion can and will be completely 
eradicated. 


Another point that has a tremendous 
psychic impact on the patient is the pros- 
pect of a dismembering or disfiguring 
operation for carcinoma as opposed to a 
laparotomy type of surgical attack. 


The Patient’s Family.—A third variable 
in reaching a decision, in addition to the 
personality of the patient and the type and 
location of the carcinoma, is the family. 
It is impossible to see how one can discuss 
the psychologic management of the patient 
without including the family and their 
feelings. An intuitive surgeon of my ac- 
quaintance, who is well oriented psycho- 
logically, discussed with me his methods 
of handling the relatives: “I present find- 
ings factually, give as accurate a prog- 
nosis as I can, refuse to try to read the 
future like a fortune teller, and hold out 
hope for cure whenever any such hope 
is possible, whatever the odds may be. 
When the prognosis is good the interview 
usually is gratifying to me and to the 
relatives. If the carcinoma proved incur- 
able at operation, I admit that nothing 
short of a miracle or some treatment not 
yet developed can change things. It is 
especially in these circumstances that the 
relatives commonly feel great anxiety and 
sadness. It seems to help them and to 
further the discussion at this point to re- 
mind them that they and their physician 
have a great obligation to do all in their 
power to help the patient in the difficult 
times that lie ahead, they by kindness, 
care and cheer and the physician by mini- 
mizing suffering through the use of such 
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measures and medicine as may be re- 
quired, and by regular visits. The idea 
that there is always something that can 
be done to help is a comforting one. Then 
discussion can be directed to the question 
of what the patient should be told. I sug- 
gest to the family that I be allowed to 
discuss the patient’s illness with him, be- 
cause such a course will be easier for me, 
an outsider, than for one of the family. 
There is always quick agreement to this. 
I then indicate that I should like to let 
the patient know enough about the nature 
of his disease to permit him to realize 
what he is facing. Although some people 
agree readily to this proposition, a great 
number question it. Rarely, I meet point- 
blank refusal on the part of relatives, 
and when this occurs the family, knowing 
the patient better than I do, may well be 
right. If such strong feeling appears truly 
to be meant for the welfare of the patient, 
I am inclined to honor it; otherwise, I 
present arguments for my point of view, 
explain that experience has shown that 
my approach works well, and assure all 
that I will try to discuss the matter in a 
way that will encourage rather than dis- 
courage the patient. I suggest that mem- 
bers of the family may wish to talk this 
over before reaching a decision, and on 
this note the discussion usually ends. Com- 
monly, the relatives decide to proceed as 
I have suggested, and the next step is to 
select the time for talking with the pa- 
tient.” 

The Physician Himself.—We next come 
to what probably is the most important 
consideration in the psychologic manage- 
ment of the patient with carcinoma, and 
that is the physician himself. I am fully 
aware that in some parts of the United 
States and other countries it is considered 
almost unethical ever to tell the patient 
that he has carcinoma. I also know that 
those who do tell him consider the results 
very satisfactory. The fact that such op- 
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posite actions as telling the patient of 
his malady and refusing to tell him can 
be workable is perhaps, in a sense, a 
tribute to the easy adaptability of the 
human spirit, but it also tends to support 
the importance of the physician’s per- 
sonality in the whole problem. What is 
said and done to a patient is far less 
important than the manner in which it is 
said and done and the feelings communi- 
cated from the physician to the patient 
and vice versa. 

Believe me, a patient is exquisitely sen- 
sitive to his physician’s attitude, especially 
so with respect to the manner in which the 
physician faces the patient. The patient 
senses whether or not the physician is 
made uncomfortable by the situation and 
whether the physician seems anxious to 
terminate the interview as soon as pos- 
sible. Either attitude, if present, is in- 
terpreted by him as rejection by the 
physician. 

At the opposite pole is the patient’s 
realization that he is supported by a warm, 
friendly type of physician who is genu- 
inely interested in him and his problems 
and who will be there to help him over 
what he realizes will be very difficult days. 

Although the treatment of many dis- 
eases and surgical procedures tends to be- 
come standardized throughout the world, 
the personality of the physician is not 
standardized. The personality of the phy- 
sician is of prime importance, both in his 
ability to discuss the diagnosis with the 
patient and in the matter of follow-up 
psychologic care. Ideally the physician 
should be humane, gentle, understanding 
and consistently constructive in his selec- 
tion of facts and words for the purpose of 
communicating usable knowledge about 
carcinoma to both the patient and the 
family. He should not be unduly pessi- 
mistic or optimistic; he should hold out 
no false hope, and yet he should be careful 
to verbalize clearly every fact which lends 
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hope. Time must be available for the tell- 
ing and for the discussions that follow.2 


If every physician possessed such rare 
qualities and could carry out such a dis- 
cussion easily and comfortably, one major 
objection to telling a patient he has car- 
cinoma would be removed, and thus the 
future psychologic management would be 
very easy. All physicians, however, in- 
evitably bring with them their own weak- 
nesses and anxieties and measures that 
dilute reality. All are susceptible in vary- 
ing degrees to the emotional distress asso- 
ciated with the catastrophic situation. 
Anxiety has the property of contagion; it 
spreads quickly to everyone within its 
presence. 

“Being confronted by a patient who has 
cancer, especially of the inoperable or 
incurable type, makes the physician pain- 
fully and anxiously aware that he has 
no specific medical tools with which to 
cure the situation. If he stops at this point 
and concludes that he is resourceless his 
anxiety, whether he admits it or not, puts 
him in the same bind as the patient. The 
pivotal question is as follows: Admitting 
that mechanical technical procedures are 
no longer adequate, are there other re- 
sources with which to deal with the pa- 
tient and to allay his anxiety? Obviously 
each physician answers this question in 
the unique and peculiar way characteristic 
of his own personality.’ 

Some physicians act; others do not. 
Some talk for a long time out of anxiety 
and are goaded into making unrealistic 
promises; others are frozen into silence. 
Some deny the obvious, while others pro- 
ject their painful awareness of it onto 
the patient and his family, charging them 
to be heroic about it. Some commiserate 
while others pontificate; some are hope- 
lessly resigned and defeated. There is no 
question that the situation makes uncom- 
mon demands upon the physician’s emo- 
tions. Often, in the matter of informing 
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his patients about their maladies, the phy- 
sician unconsciously elects to tell only 
those patients who will make little de- 
mands on his energies. In fact, when a 
physician decides not to tell a patient that 
he has carcinoma, the reason for the de- 
cision usually is bound up in the physi- 
cian’s peace of mind. This often is ra- 
tionalized as being for the good of the 
patient. 

Many physicians, in an attempt to avoid 
exposure to a possible acute, disorganized 
reaction in a patient, withdraw into a 
state of professional unavailability. Thus 
they try to remain professionally distant 
from almost all patients with carcinoma. 
All these modes of behavior are readily un- 
derstandable. I am sure that most of us 
would react in exactly the same way if 
we were confronted continually with a 
heavy load of carcinoma patients. 


It is well known that everybody loves 
and admires a hero. It happens, for a 
variety of reasons, that the heroes in our 
particular periphery are those patients 
who had curable carcinoma, for whom 
surgical treatment has been successful and 
who are progressing beautifully. Consider, 
for a moment, the question of which pa- 
tients are seen first and for the longest 
time when surgical rounds are conducted 
in a hospital. The are invariably those 
who seem to be convalescing well and have 
relatively little need of the ministrations 
of the surgeon. Which patients usually are 
last on the list, and which are visited for 
the shortest time? Those who are doing 
poorly, whose prognosis is poor and whose 
downhill course is readily apparent to all. 
Visits to these patients tend to become 
relatively hurried; perhaps they are even 
missed if this is at all possible. Then, if 
the visit is made, the patient may not be 
given much of an opportunity really to 
talk about his feelings ; instead, a prescrip- 
tion or an injection is given and the phy- 
sician makes a hurried exit. This is not 
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meant to be critical; it simply reflects an 
expected reaction which all men bring into 
play as a method of avoiding their own 
anxieties and feelings of inadequacy in 
certain situations. Paradoxically, however, 
the patients who need our ministrations 
the most and who need our time to discuss 
their feelings with us are those who are 
doing poorly and are steadily deteriorat- 
ing, as opposed to those who are convales- 
cing without any difficulties. 

Some Leading Psychiatric Reactions.— 
I should like to list briefly some easily 
recognized psychiatric reactions encoun- 
tered in patients, particularly after the 
operation. 

Dependence: This is universal, but for- 
tunately is a temporary reaction that fol- 
lows surgical intervention or any severe 
stress. It denotes a situation in which the 
patient more or less regresses to a some- 
what infantile state, in which he makes 
many demands on his environment. In 
effect, he says to those in charge: “You 
are to take care of me until I can function 
on my own again.” In some patients, if 
these dependency needs are inadequately 
satisfied, considerable anxiety may be 
generated and the patient in question may 
be convinced either that nobody can help 
him or that he is not worthy of help. Un- 
fortunately, dependence reactions do not 
respond satisfactorily to the natural in- 
clination to tell the patient to cease acting 
like a baby and to retrieve his composure. 
All too often such an admonition serves 
only to drive him into a more dependent 
and regressive position. Fortunately, de- 
pendence reactions are relatively short- 
lived; the patient, as a rule, is able to 
resume valued patterns or establish new 
patterns of behavior. 

Anxiety: Anxiety, with or without de- 
pression, is common. It seems to serve the 
purpose of alerting the patient to dangers 
within himself or in the environment. It 
frequently focuses on the recurrence of 
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carcinoma, even when the patient has not 
been explicitly told of the diagnosis but 
has deduced it from certain factors in his 
environment. Anxiety is aroused by fears 
of unacceptability to other people, in- 
ability to perform well at work, increase 
in family tension or cessation of activities 
through which the patient had been able 
to discharge anxiety regularly. For ex- 
ample, one person who discharges much 
anxiety by means of muscular activity be- 
comes anxious and depressed on those days 
when he cannot be active, and he frets 
about the possibility of the recurrence of 
carcinoma. 

Depression: Postoperative depression, 
which usually is reactive, may persist 
indefinitely. Often it is initiated and nur- 
tured by feelings of guilt, and the patient 
is heard to say that he has done something 
evil in his life for which he is being pun- 
ished with carcinoma. In the minds of 
some of these depressed patients thoughts 
of suicide become prominent, and when 
the physician is definitely concerned about 
the possibility of a serious depression or 
suicide psychiatric consultation should be 
obtained. 

Hypochondria: This is manifested by 
the patient who displays numerous symp- 
toms and makes complaints after surgical 
treatment and who becomes inordinately 
preoccupied with the body and its func- 
tions. Often, there is a history of hypo- 
chondriac trends far back in the patient’s 
life. Yet in the carcinoma patient it is 
sometimes desirable that a hypochondriac 
reaction supervene, since, in some in- 
stances, it will serve as a defense against 
a more serious depressive reaction. In 
these special circumstances it is wise to 
listen carefully to the complaints of the 
patient and to allow him to feel that one 
is interested in even the most minute con- 
cern about his body. 

Paranoia: Paranoid: reactions indicate 
a rather serious form of psychiatric ill- 
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ness, in which feelings of anger and guilt 
are projected onto figures in the environ- 
ment. Unfortunately, the surgeon often 
is the recipient of these projections. A 
patient thus afflicted becomes querulous 
and suspicious and may manifest delusions 
with regard to the surgeon. This type of 
patient also requires psychiatric consulta- 
tions. 


The Question of Suicide.—I should like 
to make an additional statement about 
carcinoma patients, which may be some- 
what surprising to many. Everyone has 
often heard persons declare that if they 
ever are afflicted with carcinoma they will 
end their life quickly and painlessly. Yet 
a review of many statistics makes it ob- 
vious that such a declaration rarely goes 
beyond the statement. Suicide is most rare 
among patients with carcinoma. People 
do want to live, and they carry the spark 
of hope to the very end. I suspect that the 
rare patient who does commit suicide does 
so for reasons much deeper and more sig- 
nificant that the existence of carcinoma, 
although its presence is often the single 
explanation given for the act. 


Psychopharmacologic Agents.—One 
cannot leave the subject of the psychologic 
management of the carcinoma patient 
without mentioning medications that are 
useful. Recent strides have been made in 
psychopharmacology with the introduction 
of numerous new drugs, which are most 
helpful in allaying anxiety and which 
augment the effect of analgesic agents. 
A new class of “mood elevators,” also 
known as “psychic energizers,” has _ be- 
come available. The phenothiazine group 
of tranquilizing agents, which includes 
chlorpromazine (thorazine hydrochloride) 
and thioridazine hydrochloride (mellaril), 
can be most helpful in the management 
of anxiety and agitation; when they are 
used the necessary narcotic agents can be 
given in smaller doses. When anxiety and 
agitation are milder, such medicaments as 
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methaminodiazepoxide (Librium) or the 
meprobamates (Equanil and Miltown), 
can be used effectively. Among the mood 
elevators there are such drugs as phenel- 
zine dihydrogen sulfate (Nardil), imipra- 
mine hydrochloride (Tofranil) and ami- 
triptyline hydrochloride (Elavil). These 
drugs, however, can never be used as sub- 
stitutes for a good relation between the 
physician and the patient; they can only 
become a specific part of this relation. 


ZUSAMMENFASSUNG 


Die seelischen Komplikationen beim 
Vorliegen eines Karzinoms sind zahlreich 
und vielfaltig, gleichgiiltig ob der Patient 
die Diagnose kennt oder nur vermutet. Die 
Verschiedenheiten der Reaktionen des 
Kranken werden in gleichem Masse von 
seinem Temperament, seiner Persénlich- 
keit, seiner Denkweise und haufig von den 
Reaktionen seiner Familie und anderer 
ihm nahe stehender Menschen bestimmt. 
Zartheit, Verstandnis und konstruktiver 
Zugang seitens des Chirurgen kénnen viel 
zur Seelenruhe des Patienten beitragen. 


RESUME 


Les complications psychologiques du 
carcinome—soit que le malade connaisse le 
diagnostic soit qu’il le suspecte—sont nom- 
breuses et diverses, avec des variations de 
comportement au moins égales déterminées 
par son tempérament, sa personnalité, sa 
facon de penser et, dans bien des cas, par 
les réactions de sa famille ou de son en- 
tourage. La gentillesse, la compréhension 
et une attitude constructive de la part du 
chirurgien peuvent faire beaucoup pour la 
paix de l’esprit du malade. 


RESUMEN 


Las complicaciones psicolégicas del can- 
cer tanto si el enfermo conoce el diagnés- 
tico como si lo sospecha, son muchas y muy 
variadas; hay tantas variedades en la 
forma de reaccionar como temperamentos, 
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personalidades, habitos, y en muchos casos REFERENCES 
actitudes de la familia que rodea al en- 
1. Fitts, W. T. Jr., and Ravdin, I. S.: What 


fermo. 
Una buena dosis de comprensién, carifio J. ri ry 


y consejos constructivos por parte del ciru- 2. Litin, E. M.: Should the Cancer Patient Be 
jano pueden ayudar mucho a lograr la paz Told?, Postgrad. Med. 28:470-475 (Nov.) 1960. 
del alma del enfermo. 3. Rome, H. P.: Unpublished data. 


AT 


Almost every good doctor realizes that, but for the grace of God, he might be 


sitting or lying in the patient’s place, himself a patient, entrusting his health and 


very existence to another physician. With this picture constantly and vividly in 


his mind, the doctor will endeavor to treat any patient before him as he himself 
would like to be treated if he should be in the patient’s place. Good doctors, 
however, are all kinds of good people, and there can be no rule for answering the 
question, “Should the patient be told?” Among physicians there are many who, 


if they were the patient, would rather not be told; yet, in my estimation, the 


majority of our profession would prefer to know the truth. Since I belong to the 


latter group, my viewpoint is biased, naturally, in this direction. On the other 


hand, thirty-five years of experience with patients, and the families of patients, 


suffering from serious and often fatal disease have taught me that in human 


relationships the adage, “One man’s meat is another man’s poison,” is nowhere 


more applicable than to this situation. 


—Furst 
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experimental studies directed to- 
ward determining the relation be- 
tween surgical trauma and tumor growth. 


ie report summarizes a series of 


This is of immediate, practical signifi- | 


cance in its medicolegal aspects but, more 
importantly, raises fundamental theo- 
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The Influence of Surgical Trauma on the 
Growth of Tumor 


An Experimental Evaluation 


BERNARD GOTTFRIED, M.D., F.I.C.S., AND 
NORMAN MOLOMUT, Pu.D. 


PORT WASHINGTON, LONG ISLAND 


The authors report the effects of 
several environmental stressors on 
the growth of tumor and on normal 
physiologic processes. These effects 
have some divergent elements, 
which merely points up the com- 
plexity of the problem and of the 
necessity for further fundamental 
work before extrapolations to human 
experience can be valid. Despite the 
diversity of etiologic factors in the 
genesis and growth of tumor, the 
host participation mechanism is ap- 
parently not as diverse and may be 
based on common response mecha- 
nisms, no matter which environmen- 
tal factor is paramount at the time. 


retical questions on the etiophysiologic 
aspects of neoplasia. A comparison of the 
effects of surgical trauma on tumor genesis 
with neural medicated stressors will, in 
addition, be presented, in order to deter- 
mine whether the mechanisms noted can 
be explained solely on the basis of the 
pituitary-adrenal alarm reaction suggested 
by Selye. 

As a result of experimental work done 
in our laboratory on host-tumor relations 
and tumor adaptation,! we have found it 
helpful to the central core of our think- 
ing to conceive of the host-tumor relation 
as a dynamic, changing and reciprocal 
one, each influencing the other in re- 
sponse to changing “host environmental 
factors” —this regardless of the specific 
etiologic factors involved in the initia- 
tion of the neoplastic process. 

The relation of a carcinoma to its host 
is characterized by the acquisition of 
common traits by both host and tumor, 
since carcinoma cells are of necessity 
subject to the same internal milieu as 
the normal tissues of the host and at the 
same time the cells and tissues of the host 
are subjected in a reciprocal fashion to 
the metabolic effects of functioning ma- 
lignant tissues. What must be borne in 
mind, however, is the fact that there is 
a substantial question as to whether a 
carcinoma-bearing host has any so-called 
normal tissue. 
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With this concept in mind, we shall 
proceed to discuss an environmental fac- 
tor, namely, surgical trauma, and examine 
the experimental evidence for its effect 
on the growth of tumor. 

The data here reported represent the 
results of two separate studies: (1) de- 
termining the effect of repeated surgical 
wounding on a tumor graft? and (2) 
determining the effect of repeated sur- 
gical wounding on chemical carcinogenesis 
and the induced neoplasm.? 

Surgeons have held rather definite im- 
pressions concerning the activation of an 
already existing neoplasm after an op- 
erative procedure or a trauma. Buinaus- 
kas, McDonald and Cole* reported that 
animals subjected to celiotomy and ma- 
nipulation of the intestines exhibit a sig- 
nificant increase in the incidence of 
pulmonary metastases from intravenously 
inoculated carcinoma cells. The effects 
observed were interpreted as being due 
to a “stress phenomenon” induced by the 
surgical trauma. Lewis and Cole® reported 
a similar increase in metastases from 
experimentally inoculated tumor cells in 
animals subjected to operative trauma of 
amputation of the hindlimb. 

A further observation in support of 
accelerated cell division after trauma is 
that of Molkov® who found an increase 
in mitosis in tumors of mice with a skin 
injury. Fisher and Fisher’? reported that 
rats given intraportal injections of a 
tumor inoculum which does not produce 
tumors in five months, does give rise to 
tumor growth when the rats are sub- 
jected to laparotomy three months after 
the injection of inoculum. On the con- 
trary, Schatten and Kramer® have stated, 
as a result of their experiments on post- 
operative tumor metastases, that there is 
no significant effect of anesthesia, opera- 
tion or the administration of cortisone on 
the number of experimental pulmonary 
metastases of S 91 melanoma in DBA 
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TABLE 1.—Incidence of Tumor in C57B1/6 Mice; 
Single 0.5 mg. Subcutaneous Dose of 
3, 4, 9,19 Dibenzpyrene* 


Control Skin Wounded Laparotomy 


pong Total 78 Mice Total 83 Mice Total 72 Mice 

F,nsowf No. with No. with No. with ° 

nogen Tumor % Tumor % Tumor % 
10 | 15 22 34 47 
12 is 34 41 46 64 
13 30 39 48 58 53 74 
14 43 55 54 65 59 82 
15 58 75 65 78 59 82 
16 61 78 76 91 61 85 


*Reprinted by permission of Cancer Research, Vol. 24, No. 
No. 5, June, 1961. 


mice. More recently, Echman and Koppe?® 
have reported a decreased resistance to 
inoculated Walker 256 carcinosarcoma 
cells in rats subjected to trauma in Noble- 
Collip-Drum. 

Our initial experiments'® were con- 
ducted with a transplant of mammary 
adenocarcinoma H 2712 in C3H mice. In 
normal adult mice a fragment of the tumor 
was implanted and a wound created 15 
to 20 mm. distant from the tumor site. 
The wounds involved only the skin and 
subcutaneous tissue and were reopened 
daily. The results of the first experiment 
are summarized in Chart 1. Sixty-eight 
per cent of the wounded animals had 
tumors larger than 3 square cm., whereas 
only 12 per cent of control animals had 
tumors of this size. On the other hand, 
only 7 per cent of the wounded animals 
had tumors less than 2 sq. cm., whereas 
59 per cent of the controls had tumors 
in this category. 

In the second experiment conducted in 
a manner similar to the one just de- 
scribed, a suspension of counted cells 
was used as the tumor inoculum. The ef- 
fects of surgical wounding are summar- 
ized in Chart 2. 

In this case, 44 per cent of the animals 
had tumors greater than 3 sq. cm. as 
compared to 8 per cent of control animals 
in this category, whereas 32 per cent of 
the wounded animals had tumors less than 
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2 sq. cm., while 68 per cent of control 
animals had tumors in that range. 

In a third experiment, a counted cell 
suspension impregnated on gelfoam 
pledgets was used as the tumor graft. 
This technic afforded us the opportunity 
to study the effects on the latent period 
of tumor growth, since it prolonged the 
interval between implantation and the 
establishment of the graft. Seventy-three 
per cent of the wounded mice had tumors 
that ranged from the just palpable size 
(less than 2 mm.) to 10 mm. in diameter 
on the eighth day after implantation, 
whereas in 55 per cent of the controls 
the tumors ranged from just palpable to 
5 mm. Twenty-seven per cent of the ani- 
mals in the wounded group had no pal- 
pable tumors on the eighth day, whereas 
45 per cent of the control animals ex- 
hibited no tumors. Thus, both the size 
of tumor and the total numbers of ani- 
mals with tumor were significantly 
greater in the wounded group. 

Data from these three experiments 
indicate that the presence of a recurrent 
wound accelerated the latent period and 
growth rate of the tumor grafts. Armed 
with these data, we proceeded to design 
a series of experiments more closely ap- 
proximating the natural occurrence of 
tumor, would give us more 


TABLE 2.—Deaths from Large Progressing 

Tumors Induced with 0.5 mg. of 3, 4, 9, 10 

Dibenzpyrene in C57B1/6 Mice Subjected 
to Surgical Trauma* 


Number of Mice Dead with Tumors 


Weeks After Control Skin Wounded Laparotomy 
Carcinogen Total 78 Mice Total 82 Mice Total 72 Mice 


14 0 5 7 
15 7 2 10 
16 5 11 11 
17 5 5 10 
Cumulative 
Total 17 (22%) 23 (28%) 388 (58%) 


Reprinted by permission of Cancer Research vol. 24, No. 
5, June, 1961. 
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information concerning the effects of 
trauma on the different phases of tumor 
growth as well as concerning the role of 
the injuring force and the site of trauma. 
To accomplish this, we studied the effects 
of repeated trauma on a chemically in- 
duced neoplasm. 

Historically, the occurrence of tumors 
in healed or healing wounds of mice sub- 
jected to tar painting was first reported 
by Deelman" in 1923, 1924 and 1927 and 
became known as the Deelman phenom- 
enon. Apparently quite by accident, Deel- 
man noted that the skin of 8 animals 
painted with tar had been deeply wounded 
and that tumors developed in all 8 mice in 
or near the edges of the wounds. In sub- 
sequent experiments, Deelman repeated 
these observations and noted that the 
tumors not only arose in the wounds, but 
they arose earlier than those elsewhere 
in the tarred area. This, in Deelman’s 
opinion, was an indication that the wounds 
decreased the latent period of tumor 
growth. In 1926 Doderlein!? similarly 
noted the earlier occurrence of tumors in 
wounds of animals whose skin had been 
tarred. MacKenzie and Rous,'* in 1941, 
reported that in rabbits’ ears treated with 
tar and perforated with punched holes a 
concentration of papillomas occurred on 
or at the edges of the healing wounds. Pap- 
illomas were three times as numerous on 
the healing edges of the wound than else- 
where. These papillomas were interpreted 
by them as due to stimulation, by wound 
healing, of latent neoplastic cells into a 
state of active multiplication, ending in 
the appearance of true tumors; in other 
words, there was stimulation of latent neo- 
plastic potentialities by wound healing. 
Recently Weder and others'* reported an 
increase in the number of tumors induced 
in mice with methylcholanthrene after a 
single distant surgical incision in the skin. 

We studied the carcinogenic process 
following the injection of 3, 4, 9, 10 di- 
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CHART 1.—Effect of surgical wound on growth of C3H 
mammary tumor, H2712 (trocar implant). Reprinted by 
permission of Annals of Surgery, p. 153. January, 1961. 


benzpyrene (DBP) in C57B1/6 mice, in- 
flicting two types of trauma; wounding 
of the skin three times weekly and lap- 
arotomy performed every two weeks. The 
phases of chemical carcinogenesis studied 
were: (1) the induction phases; the in- 
terval between the injection of chemicals 
and the appearance of papillomas, (2) the 
latent phase of carcinoma; progression 
from papilloma to malignant tumor or 
(83) the growth phase of carcinoma, i.e. 
the progress of malignant growth. We 
noted the following effects (summarized 
in Table 1). 

As can be seen, the percentage of ani- 
mals in which tumors appeared earliest 
was. greatest in the group subjected to 
laparotomy. This was followed by the 
skin-wounded group; the control group 
exhibited the smallest percentage of ani- 
mals in which tumor appeared early. It 
is to be noted that the differences in 
tumor formation diminished toward the 
end of the experimental period. This was 
to be expected, since the dose of carcin- 
ogen employed is known to produce tumors 
in 100 per cent of the animals in the time 
allotted to these experiments.’ 

The death rates among animals with 
large progressing tumors are summarized 
in Table 2. As is there indicated, deaths 
from tumor in the three groups of mice 


by the seventeenth week were as follows: 
In the laparotomized group, 53 per cent; 
in the skin-wounded group, 28 per cent, 
and in the control group, 22 per cent. In 
animals with large progressively grow- 
ing tumors death occurred earlier and 
was more frequent among the surgically 
treated mice than among the controls. 


COMMENT 


Now, what has been learned from these 
experiments as concerns the host-tumor 
relation? 

1. Experimental confirmation has been 
obtained in support of clinical theory 
that trauma in certain circumstances has 
a stimulating effect on tumor growth. 

2. The fact that this effect may take 
place in various phases of tumor growth 
has been demonstrated. In the experi- 
ment in which the tumor transplant was 
used a pronounced effect was noted on 
the growth rate of the tumor, although 
a decrease in the latent period was also 
noted. In the experiments with the chem- 
ical carcinogen, the most marked effect 
was noted on the latent, or precarcino- 
matous, period of tumor genesis. 

8. It has been observed that the effect 
of the trauma was quantitative, the 
greater trauma of laparotomy producing 
the more pronounced effect. 
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CHART 2.—Effect of surgical wound on growth of C3H 
mammary tumor, H2712 (cell suspension). Reprinted by 
permission of Annals of Surgery, p. 153. January, 1961. 


4. It has been shown that trauma pro- 
duced these effects when delivered at 
sites distant from the area of tumor de- 
velopment and that the effects noted were 
not the result of manipulation or disturb- 
ance of the tumor site. 

5. The conclusion that surgical trauma 
as delivered in these experiments appears 
to meet all the criteria for defining a 
co-carcinogen.* 

6. In our experimental models, it was 
necessary to repeat the injuring in order 
to obtain the experimental effect. This 
raised several important theoretical ques- 
tions, because it would seem that the 
trauma acted in a summative or cumula- 
tive manner. If this should hold true, 
under additional experimental trials, we 
must immediately begin to consider the 
possibility of a summative effect of 
microtraumas delivered at intervals over 
long periods, in addition to the effect 
produced by one or several major trau- 
mas; for, even if no appreciable disturb- 
ance is displayed by the animal in terms 
of structural or physiologic changes, there 
is actually no means of knowing whether 
“precursors” of subsequent reactions are 


*A co-carcinogen is defined as a substance or force not in 
itself carcinogenic but having the capacity of increasing the 
carcinogenic potentiality of a carcinogen. 


600 


produced that could lead to changes of 
growth in an altered form. 

An example of the effect just described 
is observable in cases of radiation injury, 
in which, apparently, a summative effect 
is operative. A basic feature of the bio- 
logic effect of radiation is the ability of 
processes initiated by that force in cells 
and tissues to exhibit subsequent self- 
reproduction in an altered form. Whether 
other forms of trauma operate in a like 
manner is completely unknown and awaits 
further investigation. 

One additional point bears mentioning: 
Since the virus theory of the origin of 
neoplasia has moved so rapidly in the 
past several years, and in view of the 
interest taken in the problem of latent 
or subeffective tumorigenic viruses and 
their means of stimulation or activation, 
elucidation of the effects of trauma as 
a means of activation is urgently needed 
and is, in fact, being undertaken by us. 

In an attempt to investigate the under- 
lying mechanism of the tumor-promoting 
effects of surgical trauma, we compared 
the effects of repeated surgical trauma 
with those of other experiments in which 
stimulation of central and peripheral 
nerves were employed in lieu of surgical 
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trauma. The stressors employed were 
audiostress at a _subconvulsive level,!* 
which is mediated via the eighth cranial 
nerve, and electrical shock!’ stress which 
is mediated via the peripheral nerves. 
The effects of these stressors on chemical 
carcinogenesis and tumor grafts, as well 
as on wound healing and turpentine-in- 
duced inflammation, will be compared. 

In animals subjected to audiogenic 
subconvulsive stress, inflammation was 
suppressed. The inflammatory response 
was delayed, as was the subsequent re- 
pair process in a similar manner. His- 
tologically, when repair took place, it did 
so with minimal fibroblastic proliferation 
and lessened cellularity. The effect of the 
same stress on wound healing showed 
that there were, similarly, a definite delay 
in wound healing and a supression of all 
of the repair elements. The effect of au- 
diogenic stress on tumor growth may be 
summarized as follows: There is a pro- 
longation of the latent period of chemical 
carcinogenesis when methylcholanthrene 
is used as the carcinogen; there is also 
a delay in tumor induction, that is, an 
increase in the lapse of time from pap- 
illoma formation to malignant tumor 
formation. When a transplant of the S 91 
melanoma was used, there was an in- 
crease in the growth rate of the mela- 
noma graft, accompanied by a conversion 
from the melanotic state to an amelanotic 
one. In addition, an increase in anerobic 
glycolysis was noted. 

In a second series of experiments, in 
which electric shock was employed as the 
stressor (the effect of this mediated via 
the peripheral nervous system), we ob- 
served the following effects on tumor 
growth: In 8 different strains of inbred 
mice with their respective transplanted 
tumors, there was a prolongation of the 
latent period of tumor growth; in experi- 
ments with a Harding-Passey melanoma 
graft, the tumor grafts in the mice exposed 
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to electric shock became amelanotic. In 
contrast, repeated surgical trauma, as 
aforedescribed, induced an_ increased 
stimulation of the healing process. 
Wounds that initially healed only after 
nine or eleven days healed in two to five 
days after the repeated trauma. 

The effects of surgical trauma on tumor 
growth, namely, a decrease in the latent 
period of tumor growth both in chemical 
carcinogenesis and tumor grafts and an 
increase in the growth rate of the tumors, 
also differ from those of the use of au- 
diogenic and electric shock stressors, 
since the latter stressors prolong the 
latent period and delay the growth of 
the tumor. Surgical trauma, audiogenic 
stress and electrical shock are known to 
stimulate the pituitary-adrenal axis, and 
since our data indicate dissimilar effects 
between surgical trauma and nerve-me- 
diated stress, it becomes apparent that 
mechanisms other than, or in addition to, 
the alarm reaction are operative. 


SUMMARY 


Repeated surgical trauma had the ef- 
fect of stimulating tumor growth in both 
a transplanted mammary adenocarcinoma 
and a chemically induced neoplasm. This 
effect was noted in both the induction 
or latent period of tumorigenesis and in 
the phase of active growth. The effect 
noted was not due to local manipulation 
of the tumor site and was effective even 
though the surgical trauma was delivered 
at sites distant from the area in which 
the tumor developed. The effects of other 
environmental stressors, namely, audio- 
genic stress and electric shock stress, are 
discussed, and their differences from 
those associated with the surgical trauma 
are pointed out. Finally, the effects of all 
three types of environmental stressors on 
normal physiologic processes of wound 
healing and inflammation are noted. 
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ZUSAM MENFASSUNG 


Die Verfasser haben die Einfliisse eini- 
ger milieubedingter Stressfaktoren auf 
das Geschwulstwachstum und auf normale 
physiologische Vorgiange beobachtet. Die- 
sen Einfliissen liegen offenbar manche aus- 
einanderweichende Elemente zugrunde, 
was die Kompliziertheit des Problems 
unterstreicht und auf die Notwendigkeit 
weiterer fundamentaler Arbeit hinweist. 


RESUME 


Les auteurs ont noté les effets de mul- 
tiples agents de stress sur la croissance 
d’une tumeur et sur des processus phy- 
siologiques normaux. Ces effets compren- 
nent apparemment des éléments diver- 
gents, qui montrent simplement la 
complexité du probléme et la nécessité de 
pousser plus avant les recherches dans ce 
domaine. 


RIASSUNTO 


Gli autori hanno notato che molti stress 
ambientali hanno effetto sullo sviluppo dei 
tumori e sui normali processi fisiologici. 
Questi effetti sono talora contraddittori, 
sicche’ sarebbe necessario studiarli piu’ 
profondamente. 
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Genitourinary Surgery 


The Diagnosis and Treatment of Diverticulum 


of The Female Urethra 


PARK NICELEY, M.D., F.A.C.S., F.1.C.S., D.A.B. 


AND 


ARTHUR W. WELLING, M.D. 
KNOXVILLE, TENNESSEE 


SEARCH of the literature for pa- 

pers on diverticulum of the female 

urethra reveals a scarcity of publi- 
cations. In the past decade more attention 
has been paid to this subject in America, 
but rarely have we noticed this in the 
European literature. 

The diagnosis and proper treatment of 
pain in the female urethra has long been 
a problem to the urologist and the gyne- 
cologist. The usual pathologic conditions, 
such as strictures, caruncles, granular 
urethritis and obstructive valves can be 
detected by physical examination and by 
aid of the cystoscope and the urethro- 
scope. It is not always easy to locate the 
ostium of the diverticulum with the 
panendoscope on examination of the 
urethra, nor can one be sure of the diag- 
nosis by expressing secretions from the 
urethral meatus. Occasionally we have 
known the urethra to be visualized by 
taken pyelograms and cystograms and 
having the patient void, but better detail 
in the image is obtained by placing the 
urethra under pressure. 

The simple method of injecting the con- 

Read at the Twenty-Sixth Annual Congress of the North 
American Federation, International College of Surgeons, Chi- 


cago, May 14-18, 1961. 
Submitted for publication June 5, 1961. 


Diverticulum of the female urethra, 
although it is considered rare, may 
exist in more cases than is consid- 
ered likely. The authors examine the 
subject from the points of view of in- 
cidence, symptoms, diagnosis, treat- 
ment and the results of various ther- 
apeutic measures. Four illustrative 
cases are reported. 


trast medium into the meatus, hoping 
that it will penetrate the pockets in the 
urethra, is not successful, for in most in- 
stances the medium passes into the blad- 
der. Diverticula of the bladder (and also 
calyceal diverticula) can be seen by filling 
the bladder and pelvis under pressure with 
an opaque medium and taking a roent- 
genogram. We have observed that a ure- 
throgram taken under positive pressure 
is the surest means of determining the 
extent and ramifications of these saccules. 
We now use a special catheter and tech- 
nic devised by Davis and Cain’ and have 
found it highly satisfactory. 

A wide range of contrast media has 
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been used, but Thixokon (Mallinckrodt) 
has given us good results. This prepara- 
tion is a thick, viscid liquid easily used, 
which casts a clear shadow on the roent- 
gen film. 


Incidence.—Our interest in diverticula 
of the female urethra was aroused by the 
fact that women continued to return for 
office treatments and were never perma- 
nently relieved. We also noticed that they 
would go from one urologist to another, 

t seeking relief. We have seen abscessed 
urethras which required aspiration and 
drainage and from which large amounts 
of pus and urine, and occasionally stones, 
have been expressed. 


Moore? has stated that the condition is 
discovered in proportion to the avidity 
with which it is sought. Counseller*® re- 
ported, in 1949, 71 cases from the Mayo 
Clinic. Wharton and TeLinde* reviewed 
66 cases observed at the Johns Hopkins 
Hospital. This is not a new subject; in 
fact, it dates back many years. Hennessey® 
gave credit to William Hey (1803) for the 
earliest description. He further stated that 
Lawson Tait (1875) was probably the 


Fig. 1 (Case 1).—Small calculus found in diver- 
ticulum of the urethra. 
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first surgeon to perform excision. The 
very early reports speak of incision and 
drainage of these infected urethroceles. 
Everett® has emphasized the importance 
of ruling out small, impalpable diverticula 
in any patient who has frequent recurring 
attacks of cystitis. 

It seems likely that the diagnosis of 
this condition has been overlooked for 
many reasons. First, diverticula are most 
difficult to find with the cystoscope, and 
often the urethroscope is not used in 
routine examinations of the bladder and 
urethra. Second, many urologists seem to 
leave the treatment of the female urethra 
to the gynecologist, and only rarely is the 
latter trained in use of the cystoscope. 
Third, this condition is considered a rare 
disease, and unless one is conscious of it 
at all times its presence can be overlooked. 
In addition, students, graduate or under- 
graduate, are not trained to search for it. 

The very early reports speak of incision 
and drainage of infected urethroceles. 

Much controversy remains on the eti- 
ologic question — whether the disease is 
congenital or acquired. All our patients 
with urethral diverticulum have been 
married, and most of them were 40 years 
of age or older and had borne children. 
These pockets may develop anywhere 
along the course of the urethra, but most 
of them form in the middle third and may 
penetrate downward, laterally or pos- 
teriorly. 


REPORT OF CASES 


CASE 1.—Mrs. S. McC., a 35-year-old white 
graduate nurse, was referred to our office with 
a diagnosis of acute recurrent cystitis. She 
stated that she had had episodes of frequency, 
urgency and dyspareunia for several years. 
The first attack dated back to March 1954, 
fourteen months after her first child was born. 
She was relieved temporarily by taking Gan- 
trisin. The attacks became more frequent and 
severe after her second child was born in 
May 1958, occurring every three or four 
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months. In 1960 the symptoms were constant 
and not relieved by medicaments administered 
by her family physician. The symptoms were 
frequency of urination, chills, fever, a sensa- 
tion of partial retention and a most uncom- 
fortable feeling in the urethra. On her return 
to the office she insisted on undergoing an 
operation as soon as possible. A catheterized 
specimen of urine revealed no abnormality. A 
urethrogram revealed a small stone in a diver- 
ticulum (Fig. 1) of dense cellular fibrous 
tissue. The patient made an uneventful re- 
covery and subsequently has been free of 
symptoms. 

CASE 2.—Mrs. A. W., a well-developed and 
well-nourished white woman aged 52, was first 
seen in the office in March 1959, complaining 
of soreness in the urethra when sitting. She 
had also had many attacks of what had been 
called cystitis during the past ten or twelve 
years, as well as frequency and urgency of 
urination and dribbling of urine during the 
same period. She had been under the care of 
a urologist for the past ten years and had 
undergone many cystoscopic examinations. 
Fulguration of cysts in the vesical neck had 
also been done. In 1953 hysterectomy was 
performed and a cystocele repaired. The im- 
pression was that of fibrous uterine tumors, 
but none was present. The original symptoms 
continued, and she was examined by an ortho- 
pedist, who took roentgenograms of the spine 
but discovered no abnormality. The symptoms 
were ascribed to the menopause, and estrogens 
were injected. The patient was hysterical at 
times and remained extremely nervous, resort- 
ing to all kinds of medication. 


Examination on March 25, 1959, revealed 
a protrusion of mucous membrane and a small 
caruncle. This tissue was removed without 
difficulty in the office, but there was no relief 
from the symptoms. Later, a urethrogram was 
taken by the positive pressure technic (Fig. 
2). All urinalyses gave essentially normal 
results. The diverticulum was resected on Sep- 
tember 8, with complete remission of the 
symptoms for approximately three months. 
The pathologic diagnosis was inflammatory 
cell infiltration. The patient returned, com- 
plaining of the original symptoms, but stated 
that they were less severe than before. The 
urethra was dilated, and 2 per cent silver 
nitrate was applied along its entire length. At 
the time of writing the patient is asympto- 
matic and is not taking medicaments of any 
kind. 
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CASE 3.—Miss M. W., a white woman aged 
37, was first seen in the office on Nov. 6, 1957. 
She was well developed but very poorly nour- 
ished. She was extremely nervous and had 
many complaints, the chief of which concerned 
a sensation that the uterus was falling out 
of the vagina. She complained of fullness 
in the region of the urethra, with intermittent 
pain. 

Cystoscopic examination revealed an essen- 
tially normal bladder, and examination of the 
urethra with the urethroscope showed much 
redness and inflammatory changes, but no 
signs of any ostium into a diverticulum. On 
this occasion the urethra was treated, and 
pressure over the urethral meatus expressed 


Fig. 2 (Case 2).—Diverticulum of the urethra 
extending lateralward. 


Fig. 3 (Case 3).—Large, painful sacculating di- 
verticulum in woman, aged 53, arising from mid- 
urethra. 
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approximately 4% dram of heavy thick pus and 
urine from the urethra. The urethra was 
dilated and the patient given medicaments. A 
catheterized specimen of urine was normal 
throughout. The patient did not respond to 


. the usual treatment or the oral administration 


of drugs. A urethrogram was taken in the 
office by the pressure technic (Fig. 3). Opera- 
tion was performed on December 15, and a 
large saccule was removed from the urethra. 
We last saw the patient in April, 1958, at 
which time she was asymptomatic and ap- 
parently in excellent health. 

CASE 4.—Mrs. E. H., a white woman aged 
53, was seen in the office on June 6, 1960, com- 
plaining of pain in the urethra and of fre- 
quency and urgency of urination. She stated 
that the urethra had been treated over a period 
of years, with dilation included. She was well 
developed, well nourished and in good health 
except for the present complaints. 

Examination revealed an extremely tender 
urethra with a protrusion of the urethral 
mucous membrane. Much cloudy secretion ex- 
uded from the urethral meatus on pressure 
over the diverticulum. A urethrogram revealed 
a large pouch with many ramifications. Uri- 
nalysis revealed no abnormality. 

Examination of the bladder with the cysto- 
scope revealed a normal mucosa, but on re- 
moval of the cystoscope much redness and 
swelling were observed. The urethroscope was 
then inserted and the urethra examined, but 
no signs of any diverticulum could be detected. 

The patient decided against an operation 
and went back to her family urologist in 
Florida. 

Symptoms.—There is usually a history 
of repeated attacks of increased frequency 
and dysuria with nothing specific to sug- 
gest the cause. The symptoms are not al- 
ways the same, and for this reason the 
diagnosis cannot be made from the history 
alone. Dribbling of a few drops of urine 
after urination is a fairly common com- 


plaint. 

Complications occur unless the condi- 
tion is discovered and treatment given. 
The most common complication is infec- 
tion, and the usual pus-forming bacteria 
may be cultured in secretions expressed 
from the urethra. 

Calculus formation was present in 2 
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cases of our series and is often the cause 
of excessive pain. We were able to ex- 
press a stone from the meatus of 1 patient 
by means of pressure underneath the ure- 
thra. The stone in the other case was 
removed at operation. 

Carcinoma is exceedingly rare but does 
occur, and all tissue removed from the 
urethra should be examined pathologi- 
cally. A urethrovaginal fistula may occur 
after incision and drainage of a diverticu- 
lum with stone or abscess formation. 

Chills, fever, headache and general 
malaise may follow the first attack or 
may occur when the duct to the pouch 
is closed. A specimen of catheterized urine 
will be sterile unless there is associated 
trigonitis, cystitis or pyelitis. Pain in the 
urethra and vagina, accentuated in the 
sitting position and particularly during 
coitus, is one of the common complaints 
when a diverticulum is present. There is 
usually a history of intermittent discharge 
of pus or purulent urine from the urethra. 
Associated stricture at the meatus or 
along the course of the urethra may cause 
additional symptoms, such as pain re- 
ferred to the urethra, the bladder, the 
sacrum, the inguinal region or both lum- 
bar regions. 

The patients have often consulted many 
doctors and undergone pelvic operations 
with no relief of their symptoms. Often 
the urethra has been dilated by the family 
physician or by a urologist every few 
weeks over a period of many years, with 
only temporary relief. 

Diagnosis.—The diagnosis of a subure- 
thral diverticulum is made by combining 
a careful history with the results of 
vaginal, urethroscopic and roentgen ex- 
amination. Pelvic examination reveals a 
fluctuating, somewhat tender mass in the 
urethrovaginal septum. Pressure on the 
mass results in a discharge either of pus 
or of a few drops of cloudy urine. Often 
the urine is foul-smelling and occasionally 
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Fig. 4.—Catheter in urethra with bag inflated. (Catheter shown is 
manufactured by C. R. Bard & Co., Inc.) 


a bloody discharge is present. If calculi 
are present, they can easily be palpated, 
and crepitus can be elicited. Examination 
of the urethra with the panendoscope is 
beneficial only in a small percentage of 
cases, although we routinely use the in- 
strument. 


The orifice of the diverticulum may not 
always be located panendoscopically, for 
often the ostium is occluded. Such open- 
ings may be anywhere along the course 
of the urethra, but they are seldom seen 
with the cystoscope. 


We insert a No. 14 catheter that has 
a 30 cc. bag, with an opening just prox- 
imal to the bag, which is distended with 
water or air. The distal tip of the spe- 
cial type catheter is sealed. The cath- 
eter is then drawn tightly against the 
sphincter. The sliding balloon is next 
advanced snugly against the meatus (Fig. 
4) and 4 to 6 cc. of the contrast medium 
is injected through the catheter. We use 
a thick medium such as Thixokon (Mal- 
linckrodt), in sufficient amount to fill the 


urethra and any pockets that may exist. 
It is always important to strip the ure- 
thra prior to this examination. In our 
opinion this is the best method of diag- 
nosis and of determining the ramifica- 
tions of the diverticulum. It is performed 
in the office. Only a local anesthetic in 
the urethra is required. 


Treatment.—The treatment prescribed 
depends on the stage of the disease, 
on whether it is acute or chronic and 
on the degree of its severity. Small 
diverticula without stones may respond 
to the administration of antibiotics and 
dilation and stripping of the urethra. For 
the acute conditions incision and drain- 
age may be necessary, but in most in- 
stances antibiotics and the application of 
heat will suffice. If no response is noted 
in a few weeks, surgical removal of the 
sac is recommended. 


The treatment of choice, in cases of 
chronic involvement in which there has 
been no response to treatment, is surgi- 
cal eradication of the sac and suture of 


61 
e- urethra 
adg 
SING, 
ur 
or 
ne 
ed 
he 
its 
ge 
ra. 
or 
ise 
re- 
he 
ns 
en 
ily 
ew 
ith 
re- 
ng 
of 
the 
the 
US 
ten 
607 


; 
4 


~ 
e 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


the rent in the urethra. It has been our 
policy to treat these patients by dilation, 
emptying the sac and swabbing the en- 
tire urethra with 2 to 5 per cent silver 
nitrate. When surgical intervention is 
contemplated it is well to treat the patient 
with antibiotics, dilation and stripping 
of the secretions from the urethra for a 
few weeks and to see that the tract is 
free of infection. The urine should like- 
wise be free of pus and bacteria. 
Surgical Procedure.—A Foley catheter 
with a 5 cc. bag is inserted into the ure- 
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thra and inflated with 5 to 10 cc. of water 
or indigo carmine (Fig. 5A). We then 
make a longitudinal incision from the 
meatus to the lower part of the bag near 
the sphincter. The sac is dissected out and 
removed, the floor of the urethra being 
left exposed near the meatus to the 
sphincter (Fig. 5, B, C, D and E). The 
Foley catheter is then placed in the blad- 
der, and the urethra is repaired with 
No. 000 chromic catgut sutures. The pu- 
bovesical fascia and the vaginal incision 


Fig. 5.—Consecutive steps in re- 
moving diverticulum from ure- 
thra, showing insertion of Foley 
catheter with inflated bag con- 
taining water or indigo carmine; 
longitudinal incision from meatus 
to lower part of bag near sphinc- 
ter, and dissection and removal 
of sac. 
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arc then sutured interruptedly with 
No. 00 chromic catgut. The catheter is 
removed in about one week, and on its 
removal the patient should be able to void 
without difficulty. We do not consider it 
necessary to resort to preliminary supra- 
pubic drainage. 

The postoperative care is most impor- 
tant, for some patients have intermittent 
symptoms for a few months after the 
operation before they become asympto- 
matic. In 1 of our cases a small pocket 
remained, which required dilation and 
treatment at intervals for three months. 
Dilation may be necessary to prevent 
stricture formation. Often there is a 
granular urethritis associated with the 
diverticulum, which should be kept under 
observation. 

It is wise to be conservative in excising 
the diverticulum, and all precautions 
should be taken not to damage the sphinc- 
ter. Sufficient tissue must be left for 
proper approximation and loose closures. 
All precautions are taken to prevent nar- 
rowing of the urethra along its course 
and to prevent stricture formation. 


SUMMARY 


Diverticula are being diagnosed and 
treated more often than at any previous 
time in the history of the United States. 

All painful urethras that do not re- 
spond to the accepted treatment should 
be operated on. 

The diagnosis in “difficult cases” can 
often be made by urographic study with 
positive pressure. 

Calculi should be suspected in all cases 
of severe pain, and a _ roentgenogram 
should be taken in advance of urethro- 
graphic study. 

Surgical eradication of the sac is an 
accepted procedure and should give re- 
sults in a high percentage of patients. 


NICELEY AND WELLING: DIVERTICULUM OF FEMALE URETHRA 


RIASSUNTO 


I diverticoli vengono ora riconosciuti e 
trattati, negli Stati Uniti, molto piu’ spesso 
che in passato. In tutti i casi di uretra 
dolorosa che non rispondono al trattamento 
abituale si deve intervenire operatoria- 
mente. La diagnosi, nei casi difficili, puo’ 
spesso essere fatta mediante urografia a 
pressione positiva. Quando vi sono dolori 
violenti si deve sospettare la presenza di 
calcoli e un esame radiologico deve pre- 
cedere l’uretrografia. La cura chirurgica 
consiste nella escisione della sacca e da la 
guarigione in un’alta percentuale di casi. 


SUMARIO 


Os diverticulos estéo sendo diagnésti- 
cados e tratados com frequéncia maior do 
que em qualquer periodo da histéria dos 
EE.UU. 

Todas as uretras dol6érosas que nao 
respondem ao tratamento corrente devem 
ser operadas. 

O diagnéstico em casos dificies pode 
geralmente ser feitos por urografia com 
pressao positivo. 

Deve se suspeitar de calculos em casos 
de déres fortes e roentgenograma deve 
proceder ao uretrograma. Erradicacao ci- 
rurgica do saco constitue tratamento aceito 
e devendo resultado em uma alta percen- 
tagem de pacientes. 


ZUSAM MENFASSUNG 


Divertikel werden in den Vereinigten 
Staaten haufiger diagnostiziert und be- 
handelt als jemals vorher. 

Schmerzhafte Harnréhren, die auf die 
eingeleitete Behandlung nicht ansprechen 
sollten stets operiert werden. 

In schwierigen Fallen kann die Diagnose 
haufig durch Urographie mit positivem 
Druck gestellt werden. 

Bei heftigen Schmerzen sollte an die 
Méglichkeit von Steinen gedacht werden 
und eine Réntgenleeraufnahme der Kon- 
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trastmitteluntersuchung der Harnréhre 
vorangehen. 

Die chirurgische Entfernung des Diver- 
tikels ist ein anerkanntes Verfahren und 


‘sollte in einem hohen Prozentsatz der 


Falle erfolgreich sein. 


RESUME 


Jamais il n’a été diagnostiqué et traité 
autant de diverticules qu’a l’heure actuelle 
aux Etats-Unis. 

Tous les uréthres douloureux ne répon- 
dant pas au traitement classique devraient 
relever de la chirurgie. 

Dans les cas difficiles, le diagnostic peut 
souvent étre posé grace a l’urographie po- 
sitive de compression. 

La présence de calculs devrait étre 
envisagée dans les cas de douleurs violen- 
tes, et une radiographie devrait précéder 
Yuréthrographie. 

L’ablation chirurgicale du sac une mé- 
thode admise qui devrait donner des 
résultats favorables dans un pourcentage 
élevé de cas. 
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The law does not say that the doctor must tell his patient everything about im- 
minent death and it does not forbid him to do so. The doctor must follow his con- 
science. Though we all know that we have to die sooner or later, the question carries 
a tremendous weight. In order to realize why this is so we have only to think of 
capital punishment. It cannot be death which makes it so frightening since the 
electric chair is the easiest way to die; it is the knowledge of an exact date, of the 
unalterable fact that it is now only one week, three days, one day until the final 
hour. Von Liszt, a famous Professor of Law at Berlin University, once remarked 
that he would certainly prefer a quick death to a lifetime behind iron bars but would 
tell the judge to ask him again a few minutes before the hour of death. 


—Furst 
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Successful Restoration of Renal Function 
After a Thirty-Day Period of Unilateral 
Ureteral Ligation 


Report of Two Cases 


JOHN W. DORSEY, M.D., F.A.C.S., F.1.C.S., D.A.B. 
LONG BEACH, CALIFORNIA 


that there are few if any factual 

data dealing with the surgical man- 
agement of a ureter subjected to a pro- 
longed period of complete ligation. 

I wish to report 2 cases in which renal 
function was restored after periods of 
thirty-four and twenty-eight days, respec- 
tively, of complete unilateral ureteral liga- 
tion. 

In the absence of infection in the in- 
volved kidney, complete unilateral ureteral 
ligation may produce minimal symptoms, 
as is illustrated by the cases here reported. 
In the presence of a sound contralateral 
kidney there should be no evident renal 
azotemia, nor marked variation in the 
urinary output. Immediate, or delayed 
postoperative discomfort in the flank or 
persistent ileus should alert the surgeon 
to the possibility that ureteral obstruction 
is present. 

It is the consensus that most surgical 
injuries of the ureter occur incident to 
pelvic operations or abdominoperineal re- 
section of the rectosigmoid portion of the 
colon. It is important to remember that 
ureteral injury may occur in the relatively 
simple case in which the surgeon proceeds 


A REVIEW of the literature reveals 
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Two cases are reported in which 
renal function was restored after 
unilateral ureteral ligation for thirty- 
four and twenty-eight days, respec- 
tively. 

Excretory urographic study indi- 
cates that no severe impairment of 
renal function resulted from this 
prolonged period of ligation. 

Percutaneous nephrostomy has 
proved to be a definite aid in the 
management of this condition. 

The observations in these 2 cases 
indicate the need for further investi- 
gative work with respect to the pro- 
tective role of the renal and ureteral 
lymphatics as preservers of renal 
function in the presence of ureteral 
occlusion. 


with less caution. Sisk has reported that, 
since the use of indwelling ureteral cathe- 
ters at operation in his hospital became 
almost routine, there has been but 1 ure- 
teral injury, and that occurred in a case 
in which catheters were not introduced. 

The use of preoperative indwelling ure- 
teral catheters will not prevent a ureteral 
injury but will provide immediate knowl- 
edge of such an injury, permitting prompt 
repair at the most oppertune time. 
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It has been stated that ureteral duplica- 
tion occurs in 3 to 5 per cent of patients. 
This is but one of many congenital anoma- 
lies associated with the upper part of the 
_ urinary tract. The distortion and damage 
to this portion of the tract caused by 
neoplasm or disease of the pelvic viscera 
emphasize the need for preoperative roent- 
gen study by means of excretory uro- 
grams. 

At present the majority of surgeons, 
gynecologists and urologists assume that 
after complete ureteral ligation for ten 
days to two weeks the kidney is too sorely 
damaged to permit salvage and that it 
should be allowed to undergo autonephrec- 
tomy or be removed surgically. Hinman, 
in 1959, commenting on the studies of 
Widen on dogs, expressed the opinion that 
permanent damage begins at the moment 
of ligation and that after ten days the 
renal function, as measured by reduction 
in renal weight, inulin and p-aminohip- 
puric acid clearance, is about 30 per cent 
below normal, and from thirty days about 
70 per cent below normal. Widen, in 


Fig. 1.—A, four-week, thirty-minute delayed 
gram. C, two-week, five-minute postoperative excretory urogram. 
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further experiments on dogs with renal 
angiographic studies before, during, and 
after unilateral ureteral ligation, observed 
that during the period of ligation the cali- 
ber of the renal artery diminished at a 
rate decreasing with the increasing length 
of ligation to approximately 50 to 60 per 
cent of its original value. 

When deligation was performed within 
ten days the artery recovered its original 
value; after thirty to forty days there 
was no evidence of recovery. When deli- 
gation was performed within ten days the 
size of the kidney remained unchanged; 
the nephrographic effect was poor or ab- 
sent after thirty to forty days of ligation. 

The studies of Goodwin and Kaufman, 
as well as those of Murphy and his colla- 
borators, would indicate that the renal and 
ureteral lymphatics provide a means of 
diversion of urine and contribute to the 
preservation of renal function in the ob- 
structed kidney. 


REPORT OF CASES 


CASE 1.—A 42-year-old white woman was 


excretory urogram. 8B, preoperative left uretero- 
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DORSEY: RESTORATION OF RENAL FUNCTION 


Fig. 2.—A, preoperative left urogram. B, antegrade urogram via C, 


subjected to total hysterectomy thirty-two 
days prior to being seen in consultation by 
myself. During the first three weeks after 
the operation the patient had had general- 
ized mild abdominal discomfort. In the week 
prior to consulting me discomfort became 
localized in the left flank; it was constant 
and was exaggerated by ambulation. There 
were no other symptoms referable to the 
urinary tract. 

An excretory urogram was made on the 
thirty-second postoperative day. The thirty- 
minute film (Fig. 14) shows a normal-ap- 
pearing right upper urinary tract, and a 
very faint outline of a dilated left minor 
calyx. The following day cystoscopic ex- 
amination was performed, and an impass- 
able obstruction was encountered at 5 cm. 
in the left ureter. A left ureterogram 
(Fig. 1B) shows reflux of the contrast me- 
dium around the ureteral catheter and evi- 
dence of complete ureteral obstruction. The 
following day a reparative operation (left 
ureteroneocystostomy) was performed. The 
proximal portion of the moderately dilated left 
ureter was encased in scar tissue in the broad 
ligament. An excretory urogram was taken 
two weeks after the corrective procedure. The 
five-minute film (Fig. 1C) illustrates the ex- 
cellent concentration of the contrast medium 


by the left kidney, with no hydronephrotic 
change. 

This case represents a successful restora- 
tion of the continuity of the left side of the 
upper part of the urinary tract and the re- 
turn of renal function after thirty-four days 
of complete ligation of one ureter. 

CASE 2.—A 62-year-old white man had 
undergone abdominoperineal resection of the 
rectosigmoid portion of the colon for the 
removal of a carcinoma of the rectum. After 
the operation there was moderate discomfort 
in the left flank and varying degree of ileus 
of three weeks’ duration. There was no his- 
tory of earlier symptoms referable to the 
genitourinary tract. 

A three-hour delayed excretory urogram 
taken twenty days after the operation re- 
vealed minimal visualization of the left cali- 
ceal system and a suggestion of pyelectasis 
and caliectasis. 

Cystoscopic examination revealed a large 
amount of grossly purulent residual urine 
and Grade I intraurethral hyperplasia of 
the lateral lobe of the prostate gland. An 
impassable obstruction was encountered in 
the left ureter at 8 cm. as is demonstrated 
by the bulb ureterogram (Fig. 2A). This 
film also shows a medial displacement of the 
left ureter over the midportion of the 
sacrum. 
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Percutaneous nephrostomy was performed, 
and a No. 90 polyethylene tube was intro- 
duced through an inferior minor calyx into 
the renal pelvis and then distally to the point 
of obstruction in the proximal portion of 
the left ureter at the pelvic brim. An ante- 
grade urogram (Fig. 2B) was then taken. 
Noteworthy is the minimal degree of hydro- 
nephrosis and hydroureter following four 
weeks of complete ureteral ligation. 

The reconstructive operation consisted of 
an end-to-end anastomosis of the left ureter 
over two splinting ureteral catheters and the 
indwelling nephrostomy tube. The splint- 
ing ureteral catheters were left in position 
for nineteen days. On the third postopera- 
tive day the output of urine from the left 
ureteral catheters surpassed that from the 
indwelling bladder catheter. This condition 
persisted until the eighth postoperative day, 
when the drainage of urine from the left 
ureteral catheter came into balance with 
that from the bladder catheter. Figure 2C 
is a retrograde urogram taken on the twenty- 
third postoperative day. There is only a 
slight blunting of the minor calices, and no 
hydroureter is evident. 

Since his discharge from the hospital this 
patient has had no symptoms referable to the 
left upper portion of the urinary tract. In this 
case the continuity of the left upper portion of 
the urinary tract was restored and renal 
function occurred after twenty-eight days 
of complete ureteral ligation. 


COMMENT 


In the 2 cases reported, unilateral urete- 
ral ligation was accompanied by minimal 
symptoms referable to the urinary tract. 

The presence of a faint caliceal outline 
in the delayed excretory urograms after 
a period of complete unilateral ureteral 
ligation for four weeks or more suggests 
a continuation of renal function on a di- 
minished basis. This observation lends 
credence to the experimental studies of 
Goodwin and Kaufman, which indicate 
that the ureteral and renal lymphatics act 
as an auxiliary system, contributing to 
the preservation of renal function in the 
presence of ureteral occlusion. 

The evident recovery of renal function 
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after ureteral deligation would tend to re- 
fute the time limitation of ten days to two 
weeks suggested by the experimental] stud- 
ies of Widen. 

Percutaneous nephrostomy as _ per- 
formed in Case 2 is a relatively atraumatic 
method of establishing the drainage of 
urine and permits improved preoperative 
appraisal of the affected kidney. 

The method of ureteral repair after 
deligation is determined by the exigencies 
in the individual case. Most authors re- 
porting on this subject prefer an end-to- 
end ureteral anastomosis over splinting 
ureteral catheters and ureteroneocystos- 
tomy or the use of a bladder tube graft to 
bridge the gap if the terminal portion of 
the ureter has been destroyed. 

Preoperative excretory urograms and 
the use of indwelling ureteral catheters 
will alert the surgeon as to the presence of 
preexisting congenital anomalies of the 
upper part of the urinary tract and de- 
crease the likelihood of ureteral injury. 


ZUSAMMENFASSUNG 


Es wird iiber zwei Falle berichtet, in 
denen die Nierenfunktion nach einseitiger 
Unterbindung fiir die Dauer von 34 bzw. 
28 Tagen wiederhergestellt wurde. 

Die Ausscheidungspyelographie zeigt, 
dass eine derartig ausgedehnte Unterbin- 
dung zu keiner schweren Nierenschadi- 
gung fiihrte. 

Die perkutane Nephrostomie hat sich 
zweifelsfrei als wertvoll in der Behandlung 
dieses Zustandes erwiesen. 

Die Beobachtungen in diesen beiden Fal- 
len weisen auf die Notwendigkeit weiterer 
Forschungsarbeit beziiglich der Rolle hin, 
die die Lymphwege der Nieren und Harn- 
leiter als Erhalter der Nierenfunktion 
beim Harnleiterverschluss spielen. 


SUMARIO 


Sao relatados dois casos nos quais a 
funcéo renal se restaurou apos ligadura 
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unilateral durante 34 e 28 dias, respec- 
tivamente. 

Estudos excretores urograficos indica- 
ram que nao houve grave prejuizo na fun- 
cao renal apesar do prolongado periodo de 
ligadura. 

A nefrostomia percutanea provou ser 
um auxilio eficiente no tratamento dessa 
condicao. 

As observacées destes 2 casos mostra- 
ram a necessidade de investigacdées poste- 
riores com respeito ao papel protetor dos 
linfaticos renais e ureterais como preser- 
vadores da funcao renal na presenca de 
oclusao ureteral. 


RIASSUNTO 


Vengono riferiti due casi in cui la fun- 
zione renale si ripristino’ dopo legatura 
unilaterale di 34 e 28 giorni rispettiva- 
mente. Gli studi urografici dimostrarono 
che dopo questo prolungato periodo di lega- 
tura non si erano prodotte lesioni gravi 
della funzione renale. 

La nefrostomia percutanea si e’ dimos- 
trata efficace nella cura di questa condi- 
zione. 

Questi due casi hanno dimostrato la 
necessita’ di ulteriori studi sul ruolo pro- 
tettivo esercitato dai linfatici renali e 
ureterali nei confronti della funzione re- 
nale in caso di occlusione ureterale. 


DORSEY: RESTORATION OF RENAL FUNCTION 
RESUME 


L’auteur décrit deux cas de restauration 
rénale aprés ligature unilatérale pendant 
34 et 28 jours respectivement. 

L’examen urographique excrétoire mon- 
tre que cette période prolongée de ligature 
n’a provoqué aucun trouble grave de la 
fonction rénale. 

La néphrostomie percutanée s’est révé- 
lée précieuse dans le traitement de ces cas. 

Les observations recueillies dans les 
deux cas décrits, mettent en évidence la 
nécessité de poursuivre les recherches 
ayant trait au role protecteur des lym- 
phatiques du rein et de l’uretére en tant 
que préservateurs de la fonction rénale en 
présence d’une occlusion urétérale. 
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A man that should call everything by its right Name, would hardly pass the 
Streets without being knocked down as a common Enemy. 


—-Halifax 


961 | 
4 
vo 
sic 
of 
ve 
es 
‘e- 
ng 
to 
— 
rs 
he 
le- 
er 
Ww. 
in- 
di- 
er 
in, 
615 


Vesical Dysfunction and Recurring Episodes of 


Urinary Infections as Clinical Manifestations of 


Diverticulosis and Diverticulitis of the Sigmoid 


GEORGE H. EWELIL, M.D., F.A.C.S., F.I.C.S., D.A.B. 
MADISON, WISCONSIN 


been impressed with the relative fre- 
quency with which patients consult 
their physicians because of symptoms ref- 


[tenis the past few years I have 
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Diverticulosis and diverticulitis 
should always be considered causes 
of recurrent vesical dysfunction, with 
or without infection of the urinary 
tract, in the presence of recurrent 
episodes of acute cystitis with uri- 
nary infection, acute or chronic, and 
cf repeated episodes of acute pyelo- 
nephritis. These conditions may ke 
the only ones that lead the patient 
to consult a physician. There may be 
no symptoms referable to the intes- 
tinal tract, or such symptoms may 
be minimal or may have occurred 
before. 

On the basis of his experience, the 
author considers it incumbent on the 
urologist to rule out diverticulosis 
and diverticulitis in all patients pre- 
senting symptoms of vesical dys- 
function and episodes of recurrent 
urinary infection, with or without 
episodes of acute pyelonephritis, 
when no cause for these episodes 
can be demonstrated in the urinary 
tract. 
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erable to urinary dysfunction or recur- 
ring episodes of infection of the urinary 
tract with cystitis and in some instances 
episodes of pyelonephritis. These symp- 
toms in many instances, in my opinion, are 
secondary to diverticulosis and diverticuli- 
tis of the sigmoid portion of the colon. 
Questioning may reveal definite symptoms 
referable to intestinal pathologic change, 
although these are sometimes minimal and 
in an occasional instance have occurred 
only in earlier years. 

It is also my opinion that the aforemen- 
tioned disease of the sigmoid is a much 
more common cause of acute, chronic and 
recurrent infection of the urinary tract 
than has heretofore been recognized. Spe- 
cific references in the literature to these 
phases of the problem are extremely un- 
common.! 

In prior publications on the subject of 
intestinovesical fistula secondary to diver- 
ticulosis and diverticulitis of the sigmoid, 
I have pointed out that repeated attacks 
of pain in the lower left abdominal quad- 
rant, cramps and tenderness in the same 
region due to diverticulitis, may be asso- 
ciated with recurrent attacks of cystitis. 
In this type of case, however, recurrent 
attacks of cystitis alone may be present or 
may precede any symptoms referable to 
the intestinal tract. In 1 of my patients 
mild attacks of cystitis occurred and re- 
curred for three years, after which pneu- 
maturia developed from an intestinovesi- 
cal fistula secondary to diverticulosis and 
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diverticulitis, and there were no symptoms 
referable to the intestinal tract. 

At the same time, it is to be noted that 
3 of the patients in whose cases vesical 
dysfunction was the problem that occa- 
sioned their admission to the clinic and 
hospital the urine was normal on admis- 
sion and had been so in all prior examina- 
tions. I have reviewed the records, and 
I have observed 7 cases as defined by the 
title of this article. The patients were 3 
men and 4 women, the youngest a woman 
aged 45 and the oldest a woman aged 87. 
In all instances the symptoms that occa- 
sioned admission to the clinic were refer- 
able to the bladder or the urinary tract. 

The following 2 cases, in my opinion, 
are classic examples of vesical dysfunction 
without urinary infection and presenting 
several of the common symptoms of pros- 
tatism or other types of urethral obstruc- 
tion. 

REPORT OF CASES 


CASE 1.—A. L. H., a man aged 62, was 
referred to me by a urologist colleague May 
26, 1958. For one year prior to consulting 
my colleague he had noted a gradual in- 
crease of frequency of urination, with noc- 
turia and burning on urination. The burn- 
ing was severe during and after voiding, 
with terminal voiding discomfort in the area 
of the bladder. With an overfull bladder 
there was intense pressure and slight ur- 
gency incontinence. There was no hesitancy 
or decrease in the size or force of the urinary 
stream, and no hematuria was present. 

The past history disclosed an appendec- 
tomy in 1952, and one year later an abscess 
was drained surgically through the scar. 
— herniorrhaphy was performed in 

953. 

When my colleague first examined the pa- 
tient, the urine and the excretory urograms 
were normal. Cystoscopic study disclosed an 
area on the posterior superior wall of the 
bladder, suggestive of a neoplasm. This was 
resected transurethrally. The tissue removed 
was inflammatory. 

The vesical symptoms persisted, and a 
fracture of the hip in July 1957 required 
hospitalization for five weeks. Nocturia and 
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frequency of urination persisted but im- 
proved to one voiding during the night. 

Cystoscopic study revealed complete heal- 
ing. The urine was normal, as were several 
subsequent specimens. In August pain and 
swelling developed in the area of the left her- 
niorrhaphy incision. A mass the size of a 
large orange was present. There was a low 
grade febrile reaction. The mass opened spon- 
taneously and, after surgical care, healing was 
without incident. 

It was my opinion that the abscess origi- 
nated from an abscess in a diverticulum of the 
sigmoid, which ruptured through and extended 
retroperitoneally into the area of the inguinal 
canal. 

Immediately after this episode the vesical 
symptoms recurred and persisted until Decem- 
ber, when they spontaneously subsided. Cys- 
toscopic study again revealed a normal blad- 
der. In April 1958, a few days after an attack 
of coryza, pain developed in both hernial in- 
cisions. Pain deep in the pelvis was also 
noted, radiating to the upper parts of both 
legs. The vesical symptoms recurred. 

Three weeks prior to my examinations the 
patient had had, for the first time, some 
trouble with constipation and some episodes 
of pain in the vesical region, radiating into the 
penis and both hernial scar areas. He “felt 
chilly and feverish” at times, although his 
temperature was never taken. 

General physical examination gave essen- 
tially negative results. There was a sense of 
an indefinite mass 4 fingerbreadths above the 
left symphysis, and pressure over this area 
caused a desire to void. 

The routine examinations of the blood and 
urine revealed no abnormality; a urine cul- 
ture was sterile. There was prostatic en- 
largement (Grade I). The fluid contained pus 
(Grade II), and less than 10 cc. of residual 
urine was present. 

Excretory urograms revealed no abnor- 
malities on the right side. On the left there 
was Grade I elongation of the renal pelvis 
and Grade II dilatation of the entire left 
ureter. An aerocystogram revealed some. ir- 
regularity of the outline of the bladder but no 
compression defect. There was a Grade I 
prostatic filling defect, and calculi were ob- 
served in both lobes of the prostate. 

Proctosigmoidoscopic examination with a 
child’s instrument was incomplete; no growths 
were observed to a depth of 15cm. A barium 
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enema examination revealed diverticulosis and 
evidence of diverticulitis. 

Prior to laparotomy on June 9, a catheter 
was placed in the left ureter. Exploration re- 
vealed a mass of mesenteric fat adherent to 
the parietal peritoneum overlying the bladder 
and loop of sigmoid adherent in the cul de sac. 
The involved bowel was resected. 

The pathologic diagnosis was diverticulosis 
and subsiding diverticulitis, with focal chronic 
organizing inflammation of fat and serosal 
organizing fibrous adhesions. 

There has been no recurrence of the vesical 
dysfunction up to the time of writing. 


CASE 2.—J. O. M., a man aged 66, was seen 
on Sept. 24, 1956, because of episodes of pain 
in the suprapubic area and the vesical region, 
radiating into the perineum. They occurred 
most often when the bladder was full and were 
somewhat relieved by voiding. These episodes 
had continued for approximately two months. 

The pain was somewhat relieved by prostatic 
massage, and the patient had been given sev- 
eral such treatments. During this time noc- 
turia developed (twice per night), which had 
not been present before. There was no dysuria 
or hematuria. There was a slight decrease in 
the size and force of the urinary stream. The 
patient’s general health was good, his weight 
constant and his bowel function normal. Ex- 
amination disclosed tenderness in the supra- 
pubic area and to the left. The urine was 
normal. The prostate was normal in size and 
consistency, and there was no residual urine. 


A cystogram taken with the aid of an 
opaque medium revealed flattening and com- 
pression of the left lateral bladder wall. Cys- 
toscopic and excretory urographic studies re- 
vealed a normal bladder and normally func- 
tioning kidneys, with normal ureters. <A 
barium enema was attempted twice, but the 
emulsion could not be passed beyond the lower 
segment of the sigmoid; this was considered 
evidence of some type of obstruction. In one 
of the films two small diverticula were noted 
in the area of partial obstruction. The clinical 
diagnosis was diverticulosis and diverticulitis 
with compression of the urinary bladder. 

Abdominal exploration on October 4 re- 
vealed a loop of sigmoid adherent to the 
parietal pelvic peritoneum and the peritoneum 
overlying the bladder. There was a mass ap- 
proximately 8 cm. in diameter at the recto- 
sigmoid juncture, of the type that makes it 
difficult for the surgeon to decide by palpation 
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alone whether it is a carcinoma or an area of 
diverticulosis with diverticulitis. 

A 40-cm. segment of bowel was resected. 
The pathologic diagnosis was diverticulosis 
and acute and chronic diverticulitis, with per- 
foration into the mesenteric fat and abscess 
formation. 

The patient was promptly relieved of his 
vesical dysfunction and has remained so up 
to the time of writing. Because of mild but 
gradually increasing symptoms of obstruction 
of the large bowel, it was necessary one year 
later to revise the anastomosis. 


The following case is representative, in 
my opinion, of that type of recurring 
episodes of acute infection of the urinary 
tract manifested by the common symp- 
toms of acute cystitis and fever secondary 
to diverticulosis and diverticulitis. In this 
instance the diverticulosis had been known 
to be present during all the episodes ex- 
cept the original one in 1939. 


CASE 3.—Mrs. D. H., aged 50, was first seen 
on May 11, 1949. The past history disclosed 
that in 1939, one year after confinement, she 
had an episode of chills, fever, dysuria and 
hematuria. In 1945 she had a similar episode, 
for which sulfonamide medication was em- 
ployed. Between these two episodes there 
were no disturbances of vesical function. 


In 1945 she underwent a complete physical 
and urologic examination in a hospital clinic, 
and, except for diverticulosis and ptosis of the 
right kidney, no pathologic change was dem- 
onstrated. Constipation had always been a 
problem, and the use of laxatives was neces- 
sary. 

The episode of urinary infection for which 
she came to the clinic had begun four days 
after her confinement and had persisted for 
seven weeks, during which time she had been 
under treatment. A catheterized urine speci- 
men was normal and a culture sterile. Ex- 
cretory urograms were normal. Cystoscopic 
study revealed a chronic urethrotrigonitis, for 
which she was given treatment. 

Between May 11, 1949, and Jan. 1, 1959, 
this patient was treated for 11 episodes of 
acute infection of the urinary tract. During 


this period she had consulted a clinic physician 
because of episodes of pain in the left lower 
abdominal quadrant. Barium enema examina- 
tions were made in 1956 and 1957, the latter 
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indicating an increase in the degree of diver- 
ticulosis and leading to a roentgenographic 
diagnosis of diverticulitis. 


Although I was aware of the presence of 
the diverticulosis demonstrated, of the dis- 
turbance of bowel function (constipation), no 
doubt due partly to this disease, and of the 
repeated episodes of infection, the intestinal 
disease as the source of the urinary dysfunc- 
tion was not properly focused in my reasoning 
processes until early in 1959. 


Fifteen episodes of urinary infection of 
varying degrees occurred during the period 
from Jan. 1, 1959, to Aug. 1, 1959. In July, 
with the last episode of acute infection, the 
patient informed me that for the first time 
she had had pain in the left lower quadrant 
of the abdomen, at the height of which there 
was some abdominal distention. The pain deep 
in the pelvis and the lower part of the abdo- 
men was aggravated by walking, riding, jar- 
ring and standing. These symptoms were cer- 
tainly suggestive of peritoneal irritation. I 
did not see the patient during this episode, 
but I concluded that the attacks of urinary 
infection were probably secondary to the 
diverticulosis and diverticulitis. 


A specimen of catheterized urine contained 
a few white and red blood cells and on culture, 
E. coli. The excretory urograms were normal. 
Cystoscopic study was repeated; there was a 
suggestion of extravesical pressure. Speci- 
mens of urine from each kidney were normal, 
microscopically and on culture. A cystogram 
revealed the crescentic type of filling defect, 
which I have described as due to pressure by 
an adherent loop of sigmoid. 

At laparotomy in July the involved loop of 
sigmoid and descending colon was resected. 
The pathologic diagnosis was acute diver- 
ticulitis superimposed on diverticulosis of the 
sigmoid portion of the colon. 

Mild phlebothrombosis of the left leg oc- 
curred, and subsequently some stenosis was 
observed at the site of anastomosis, which 
responded to dilations. Since the operation 
no episode of urinary infection has occurred. 


The following case is representative of 
the type in which recurrent infection of 
the urinary tract is secondary to diver- 
ticulosis and diverticulitis. The infection 
may be associated with episodes of acute 
diverticulitis or may occur as a result of 
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chronic infection in the area of diver- 
ticulosis. 


In this instance, because of prior ex- 
periences, I did not hesitate, in view of 
the clinical picture, to advise prompt sur- 
gical removal of the involved bowel. There 
has been no recurrence of the infection up 
to the time of writing. 


CASE 4.—Mrs. A. G., aged 45, was first seen 
on Sept. 29, 1959, because of five or six epi- 
sodes of recurrent pain in the left lower ab- 
dominal quadrant and distress in the pelvis, 
especially when standing. The first episode oc- 
curred in June 1957. Some episodes confined 
the patient to her home for three days or so, 
but not necessarily to bed. With one episode 
she had chills and fever without vesical symp- 
toms and was admitted to a hospital, where a 
barium enema examination of the colon was 
made. The patient was not informed of the 
results. Except for a supravaginal hysterec- 
tomy, the past history was irrelevant. 

On admission, general examination gave es- 
sentially negative results, as did all routine 
laboratory tests of the urine. A barium enema 
revealed diverticulosis in all segments of the 
large bowel, with diverticulitis in the sigmoid 
area. 

On October 25 the patient was referred to 
the department of urology because of fre- 
quency of urination, dysuria and hematuria. 
The diagnosis was acute cystitis secondary to 
diverticulosis and diverticulitis. With appro- 
priate therapy the symptoms rapidly subsided. 

She was examined again on November 25, 
because of pain of three days’ duration in the 
left lower abdominal quadrant, dysuria and 
frequency of urination. The temperature was 
101 F. The urine was infected, and there were 
tenderness and rigidity in the left lower ab- 
dominal quadrant. Excretory urograms re- 
vealed no abnormality. 

The diagnosis was recurrent urinary infec- 
tion secondary to diverticulosis and diver- 
ticulitis. At operation a long segment of 
descending colon and sigmoid was resected. 
There has been no recurrence of the episodes 
of pain or infection. 


Case 5 is illustrative of the patient who 
has symptoms referable to the gastrointes- 
tinal tract but is admitted to the clinic 
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and hospital because of symptoms refer- 
able to the urinary tract. 


CASE 5.—Mrs. A. B., aged 87, complained of 
pain in the pelvic and vesical area, varying in 
nature and severity. The pain had been pres- 
ent off and on for more than a year and had 
become aggravated four weeks prior to ad- 
mission, as had frequency of urination, dysu- 
ria and urgency incontinence at times. The 
incontinence was annoying to the patient and 
was the immediate cause of her admission to 
the hospital. 

Melena had occurred several times during 
the past year. A supravaginal hysterectomy 
had been done fifty years earlier. The cathe- 
terized specimen was normal. The value for 
hemoglobin was 9.9 Gm. On pelvic examination 
a mass 12 cm. in diameter could be palpated. 
A barium enema examination made elsewhere 
prior to admission was unsatisfactory, as had 
been one performed a year earlier. Procto- 
sigmoidoscopic study was satisfactory but in- 
complete. In the lower portion of the sigmoid 
there was an opening in the bowel wall, lead- 
ing into a sinus tract. 

Cystoscopic examination revealed an area 
of bullous edema on the upper left lateral wall 
of the bladder, with evidence of extravesical 
compression. The urologic diagnosis was im- 
pending intestinovesical fistula. 

Laparotomy disclosed the pelvic mass to be 
a loop of sigmoid with marked diverticulosis 
and diverticulitis. The opening observed in 
the bowel wall at proctoscopic examination led 
into an intramural abscess in the wall of the 
bladder. There was an annular carcinoma 
above the area of diverticulosis and diver- 
ticulitis. Resection of the bowel was per- 
formed. The postoperative course and re- 


covery were satisfactory. The patient’s vesi- 
cal symptoms were promptly relieved and re- 
mained so for four months, after which death 
occurred from arteriosclerotic cardiac disease. 


RESUMEN 


Diverticuldse e diverticulite devem sem- 
pre serem consideradas causas de disfun- 
vesical recurrente, com ou sem infeccao 
do trato urinario, em prevencado de episé- 
dios repetidos de cistite aguda com infec- 
cao urinaria aguda ou crénica, e nos de 
pielonefrites. Estas condigdes podem ser 
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as unicas a levarem o paciente 4 consultar 
o médico. Pode nao haver sintomas refe- 
réntes ao trato intestinal ou tais sintomas 
serem minimos ou terem ocorrido antes. 


Baseado em sua experiéncia, o Autor 
considera obrigatoério o urologista descar- 
tar o diagnostico de diverticulose e diver- 
ticulite em todos os pacientes apresentando 
sintomas de disfuncgao vesical e episddios 
de infeccao urinaria recurrente, com ou 
sem episddios de pielonefrite aguda, 
quando nenhuma causa para tais episédios 
possa ser demonstrada no trato urinario. 


RIASSUNTO 


La diverticolosi e la diverticolite deb- 
bono sempre essere considerata fra le 
cause delle disfunzioni vescicali ricorrenti, 
con 0 senza infezione del tratto urinario, in 
presenza di episodi ripetuti di cistite acuta 
con infezione urinaria acuta o cronica e 
anche in presenza di ripetuti episodi di 
pielonefrite acuta. Queste affezioni pos- 
sono condurre |’infermo a consultare il 
medico, senza che vi sia alcun altro dis- 
turbo riferibile al tratto intestinale, o ve 
ne siano in minima misura, o vi siano stati 
solo in passato. 

In base alla propria esperienza |’autore 
ritiene che sia compito dell’urologi scoprire 
una diverticolosi o una diverticolite in pa- 
zienti che presentino segni di disfunzione 
vescicale ed episodi di infezione urinaria 
ricorrente, con o senza episodi di pielone- 
frite acuta, ogni volta che non sia possi- 
bile scoprire nelle vie urinarie una causa 
che giustifichi tali episodi. 


RESUME 


La diverticulose et la diverticulite de- 
vraient toujours étre considérées commes 
des causes de dysfonction vésicale récidi- 
vante, avec ou sans infection du systéme 
urinaire, dans les cas de crises de cystite 
aigué récidivantes avec infection urinaire 
aigué ou chronique, et de crises répétées de 
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pyélonéphrite aigué. Ces états peuvent 
étre les seuls conduisant le malade a con- 
sulter un médecin. II] peut n’y avoir aucun 
symptome se référant au tractus intestinal, 
ou bien les symptomes peuvent étre mini- 
mes ou encore s’étre produits antérieure- 
ment. 

Sur la base de son expérience |’auteur 
considére que c’est a l’urologue d’éliminer 
une diverticulose et une diverticulite chez 
tous les malades présentant des sympt6- 
mes de dysfonction vésicale et des crises 
récidivantes d’infection urinaire, avec ou 
sans crises de pyélonéprhite aigué, lors- 
qu’il peut étre démontré qu’elles n’ont 
aucun rapport avec le systéme urinaire. 


ZUSAMMENFASSUNG 


Bei wiederholten Anfallen von akutem 
Blasenkatarrh mit akuter oder chronischer 
Infektion der Harnwege und bei wieder- 
holtem Auftreten akuter Pyelonephritis 
sollte stets an eine Divertikulose und 
Blasenfunktionsstérungen gedacht wer- 
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The traffic of hope and fear has ever been a lucrative trade; and while fear be- 
came the staple commodity of priestcraft, hope was the fortune of medical quacks. 


Divertikulitis als Ursache riickfalliger 
den, gleichgiiltig ob eine Infektion der 
Harnwege vorliegt oder nicht. Die Symp- 
tome seitens der Harnwege kénnen den 
Patienten zum Arzt fiihren, und Erschei- 
nungen seitens des Darmkanals mégen 
fehlen oder minimal sein und niemals vor- 
her bestanden haben. 

Der Verfasser halt es auf Grund seiner 
Erfahrungen fiir die Pflicht des Urologen, 
bei allen Kranken mit Blasenfunktions- 
stérungen und riickfalligen Infektionen 
der Harnwege mit oder ohne Anfialle von 
akuter Pyelonephritis das Bestehen einer 
Divertikulose und Divertikulitis auszu- 
schliessen, wenn im Harnsystem keine Ur- 
sache solcher Zustande entdeckt werden 


kann. 
REFERENCE 


1. Ewell, G. H.: Intestinovesical Fistula, J. 
Urol. 71:603-607 (May) 1954. Intestinovesical 
Fistula, J. Indian Med. Profession (Bombay) 
5:2429-2433 (Dec.) 1958. Lynn, T. E.; Farrell, J. 
I., and Grier, J. P.: Sigmoidovesical Fistula Sec- 
ondary to Diverticulitis, Arch. Surg. 76:956-962 
(June) 1958. 


. .. If there could be established a regular college of quackery, where the errors of 
mankind might be studied, and pupils taught to avail themselves of their follies, as 
a future vocation, a more perfect knowledge of the world would be acquired than 
in all the universities in Europe. Our sovereigns would be wise in selecting their 
ministers amongst the graduates of this academy. Du Perron, who, in a long homily, 
convinced his sovereign, Henry III., of the existence of a God, and afterwards in- 
formed him that he would prove the contrary, if it could afford his Majesty any 


consolation, might have been selected as a proper rector for such an institution. 


—AMillingen (circa 1839) 
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the economy, coupled with religious 
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In a series of experiments directed 
toward evaluation of tests of ovula- 
tion time, the cooperation of 112 nor- 
mal fertile women was enlisted in 
order that some of the tests might be 
carried out on a “do it yourself” 
basis. Among the tests studied were 
the basal body temperature test, the 
fern test, the cytologic study of vagi- 
nal smears, the dextrose fertility test 
of Doyle and others, and a test for 
occult uterine bleeding. Methods, ma- 
terials and results are presented. 


Diagnostic Tests for Family Spacing: 
A Clinical Analysis 


THOMAS J. BARRETT, M.D., MARVIN A. BROWN, M.D., 
EDUARD EICHNER, M.D., F.A.C.S., F.1.C.S., D.A.B., 


CLEVELAND, OHIO 
AND 
JOSEPH F. MORABITO, M.D. 


EUCLID, OHIO 


have been the motivating factors behind 
this survey. Our purpose has been to re- 
view a “battery of tests” that might be 
performed by the individual patient with- 
out undue physical discomfort or expense. 
Cohen and Hankin! have stated: “Our 
technique of timing ovulation is time con- 
suming and tedious, as well as inconven- 
ient for the patient. For these reasons we 
are constantly on the alert for new ovula- 
tion tests, particularly those that may be 
used by the patient herself.” This investi- 
gation has been primarily directed toward 
the fertile couple, since in our opinion 
many thoughtful and thorough discussions 
considering the infertile couple have al- 
ready been made. 

We shall consider and evaluate the fol- 

lowing tests: 

1. Determination of the basal body tem- 
perature, which is a method widely 
known and used; 

2. The fern test, which has been more 
than adequately discussed by Ry- 
berg,? Roland? and Campos da Paz;* 

8. The cytologic reading of vaginal 

smears, as discussed by Papanicolaou 
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and his associates® and by Shorr ;° 
4, The dextrose fertility test, described 
by Doyle and others ;7 
5. The test for occult uterine bleeding, 
presented by Bromberg and Berco- 
vici' and further investigated and 
substantiated by Hurtig.*® 

Methods.—Each subject was given a kit 
that included adequate supplies of tem- 
pons, paper bags, dextrose and occult 
blood testing material, Kodachrome trans- 
parency holders with filter paper absorb- 
ent inserts, glass slides, aspirating pip- 
ettes and a complete instruction sheet 
(Charts 1 and 2). 

Experimental methods were pretested 
on selected small groups of patients. Con- 
comitant tests for dextrose with Testape 
and Clinistix were run in both the Fertil- 
ity Testor and according to our experi- 
mental technics. Preliminary vaginal 
smears from a second group were differen- 
tially fixed (a) in 50 per cent ether- 
alcohol, (b) in acetone, (c) in acetone 
with 10 per cent water added, or dried in 
air. These slides were then stained by 
various trichrome methods. It was noted 
that Terry’s polychrome methylene blue 
produced a satisfactory differential stain 
on dried vaginal smears. This permitted 
us to use air-dried slides. Unfortunately 
many of our slides were not stained until 
many months after they were obtained. 
Trichrome differentiation was often poor 
at this time, and the slides had to be in- 
terpreted according to cytoplasmic-nuclear 
ratio, plaque formation, curling, etc. In a 
third group it was determined that previ- 
ous testing of the tampon with either 
Occultest or Clinistix in no way interfered 
with, or modified the accuracy of, the suc- 
ceeding tests. Problems arising during the 
study were solved by conferences and by 
retesting specially selected patients. 

In this study 112 normal, healthy, fer- 
tile women with an age range of 18 to 34 
years were studied through three or more 
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menstrual cycles for a total of 330 com- 
pleted investigational cycles. In the course 
of the investigation 11 patients dropped 
out and 14 became pregnant. Each of the 
patients was asked to maintain a daily 
basal body temperature chart and to re- 
cord this on a special form supplied her 
(Chart 1). The patient was then in- 
structed to insert a vaginal tampon in the 
usual fashion at any time during the day, 
provided she was not obviously bleeding. 
This was to remain in for at least thirty 
minutes, after which it was to be with- 
drawn and tested with Clinistix for the 
presence of dextrose. The result was to 
be entered on the basal body temperature 
chart for the day. The patient was re- 
quested to press the tampon onto the ab- 
sorbent insert fixed into the previously 
heat-sealed transparency holder and to 
add her initials and the date. 

At weekly intervals the holders and 
tampons were brought to the physicians’ 
offices, where check retesting for dextrose 
and occult blood (Chart 3) was done by 
the office technicians acccrding to specific 
instructions supplied by the Ames Com- 
pany. 

By means of the conventional Papanic- 
olaou pipette, vaginal aspirations were 
taken by the patient once each week and 
were smeared on slides, which were also 
numbered and dated. The slides were air- 
dried and were held by the patient until 
the entire series was complete. 

After the initial group had been studied 
it was concluded that the absorbent filter- 
paper inserts showed an even higher 
degree of accuracy than did the retested, 
remoistened tampons. Thereafter the pa- 
tient was instructed to bring in only the 
holders with the dried inserts. The tam- 
pons were discarded after their initial 
testing by the patients as aforedescribed. 

Patients who became pregnant during 
the survey were asked to continue the 
testing for a few more weeks. The results 
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BASAL BODY TEMPERATURE CHART 


FERTILITY-INFERTILITY STUDY 


Days 

of 
Cycle 
99° 

4 

2 

1 

3 

2 

of 

MO. 
99° 

3 

2 
96° 

4 

3 

2 

Col J 

of 

99% 

4 

2 

1 
980 

4 

3 

2 
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Chart 1.—Chart of basal body temperature. See accompanying instructions (opposite). 
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of this phase of the investigation will be 
commented on later. 

At the end of the three cycles the rec- 
ord of basal body temperature was com- 
pleted by adding the results of the tests 
for dextrose and occult blood and by cor- 
relating these with the dates of coitus and 
the vaginal smears. These slides were 
studied by one of us (M.A.B.), who had 
no information as to when the slides were 
taken. The spreads were investigated for 
the presence or absence of “ferning” and 
were charted as positive or negative ac- 
cordingly. When ferning was present it 
was graded 1 plus to 4 plus. The slides 
were stained with the polychrome methyl- 
ene blue differential stain and were re- 
ported as showing, basically, either an 
estrogenic or a progestational pattern. 

Certain factors immediately became ap- 
parent. First, the basal body temperature 
curve was biphasic in 308 of 330 cycles, 
with the fall in temperature occurring 
twelve to sixteen days before the onset of 
the next menstrual cycle (Chart 4). Sec- 
ond, there was a high incidence of positive 
results from tests for occult blood through- 
out the series. A total of 5,084 individual 
tests were carried out, and 2,129 gave 
positive results. This was in decided con- 
trast to the results of the tests for dex- 
trose, of which only 933 gave positive 
results. 

The fern tests, as provided by the pa- 
tients, were apparently totally unsatis- 
factory either for study or for correlation. 
This does not cast doubt on the authen- 
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ticity or reliability of the fern test, since 
our patients, in many instances, obtained 
only vaginal cells. In the study of a sepa- 
rate group of patients the smears demon- 
strated a high degree of correlation and 
reliability of interpretation when the 
mucus was aspirated by the attending 
physician. In like fashion, the vaginal 
smears that were stained and studied 
proved totally unsatisfactory, and no re- 
liable correlation could be made. Again, 
it is our opinion that this was due pri- 
marily to failure of the patient to follow 
instructions or to air-drying fixation of 
the slide for too long a time. Identification 
of a number of slides was impossible, 
owing to the fact that the patients’ nota- 
tions were lost during the staining process. 

An attempt was then made to correlate 
the positive results of the dextrose test 
with the evidence of ovulation as mani- 
fested on the basal body temperature 
chart. In 228 of 308 cycles some correla- 
tion was noted, dextrose being evident in 
a time interval that extended from forty- 
eight hours before the ovulatory drop to 
seventy-two hours after the drop. Some 
patients showed no dextrose in some 
cycles, but excellent correlation was pos- 
sible in others. 

To enable us to interpret the positive 
correlation of dextrose and basal body 
temperature in terms of an effective test, 
we offer the following results: in 42 cases 
(37.5 per cent) a positive correlation was 
obtained in all three cycles. This was 


bet 


INSTRUCTIONS: Place thermometer in mouth for at least 5 minutes immediately after 
waking in the morning and before arising, eating, drinking or smoking. (Do this every 
morning except during menstruation.) 2. Record reading on graph by placing a dot 
(accurately) at proper location. If intercourse has taken place during previous 24 
hours, circle the dot (0). 3. Insert date at top of column. 4. 1st day of menstrual flow 
is start of each new cycle. Indicate each day of flow with an X. 5. Any reason (such as 
a cold) which might affect temperature should be noted. 6. Ovulation in some is detect- 
able by a twinge of pain low on one side of abdomen or by a few drops of vaginal 
bleeding about mid-cycle. If noticed, indicate on chart. 7. Also indicate by (S) when 
smears were taken, and by initial (Red, Lavender, Purple, Blue: Bl, Bm, Bd—light, 
medium or dark) the color of the testing tape on the respective dates. 8. Have your 
physician check your chart at monthly intervals fer suggestions or corrections. 
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INSTRUCTIONS: 
RESEARCH ON DETERMINATION OF OVULATION TIME 


1. TEMPERATURE CHARTS: Please chart morning oral temperature daily, as di- 
rected on chart. Chart is marked in fifths of a degree, not tenths. Also record 
as requested the dates of intercourse, the daily color of the CLINISTIX sugar test 
on the tampon, and the dates on which the smear tests were done. Please call 
your physician if there is any doubt or uncertainty as to procedure. 


2. TAMPONS (Tampax): At your own convenience and at about the same time daily 
(except when menstruating) insert a Tampax for one-half to one hour. On its 
removal, smear the moistened part over the medicated end of the CLINISTIX 
paper, as well as on the central portion of the paper in the Kodak “Ready-mount.” 
Once weekly, also roll Tampax over a clean slide for the smear test. Let Tampax 
ee dry, insert into a paper bag, and label bag with your name and the date of 
the test. 

38. CLINISTIX: As directed above, moisten CLINISTIX end with the tampon, and then 
record on the temperature chart, under the column of the appropriate day, the 
resulting color as to “O” (no change) or the various shades of blue which will 
develop if sugar is present in the vaginal mucus. The CLINISTIX may then be 
discarded. 

4. KODAK READY-MOUNT: Wipe Tampax over center portion of white paper, then 
label with date and name, and let dry in the open air. This may be placed with 
the dry tampon in the dated paper bag. This mount will be used to determine th2 
relationship of microscopic bleeding to the passage of the egg. Do not do this 
test if or when visible blood is present on the tampon, such as during the time of 
menstruation. 

5. GLASS SLIDES: At one side of each slide is a ground-glass area on which you will 
write your name and the date the smear was taken. Please do the smear on the 
side of the slide on which your name is written. This will help determine which 
side of the slide should be stained and studied. Approximately 48 hours after the 
conclusion of your menstrual flow, and at weekly intervals thereafter to the next 
flow, wipe or roll the removed Tampax over the clean surface of the slide. Do 
this AFTER you have prepared the CLINISTIX and the Kodak Ready-mount. One 
or two hours later, use the aspirating syringe (glass tube with bulb) to suck out 
some of the normal vaginal secretions, and blow this on the second slide, which 
also has your name and the date. These are then replaced in the slide box con- 
tainer, and will be given to your doctor at the end of the study. Remember, this 
smear is to be done only once weekly, in between the menstrual flows. 

6. ASPIRATING SYRINGE: This will be used only once weekly as described above. 
After use, rinse out by sucking cold water back and forth. Then take bulb off, 
and let the tube and bulb air dry. 

7. Should any question arise, call your physician at once, so that the rest of your tests 
will not be spoiled. The glass slides may be turned in at the end of the test 
period, which will consist of three full cycles. The temperature chart will be turned 
in at the same time. If possible, the tampons and the ready-mounts should be 
turned in at one to two-week intervals, so that the more complicated testing may 
be started and run while the study is continuing. Meanwhile, the participating 
doctors wish to thank you for your interest and assistance. 


Chart 2.—Patient’s instruction sheet. 
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graded as excellent. In 20 cases (17.8 per _ peaks, the first approximately at ovulation 
cent) positive correlation was obtained in _ time and the second about one week prior 
only one cycle. This was graded as poor. to menstruation (Chart 4). The second 
Results in the cases of 21 patients (18.7 peak was not as pronounced as the first. 
per cent) were graded as good (correla- We have no evidence of double ovulation 
tion in two cycles), whereas in those of during the menstrual cycle and consider 
29 patients (26 per cent) there was no _ the second peak, interpreted by some as a 
correlation between cervical dextrose and — second preovulatory rise, merely the pre- 
basal body temperature in any cycle. menstrual or second estrogen peak of the 
When present, dextrose showed two normal monthly cycle. 


626 


= 
Brees 
| 
> i 


1961 


ion 
‘jor 
ond 
rst. 
ion 
der 
sa 
re- 
the 


VOL. 36, NO. 5 


Occult blood was present in more pa- 
tients than was dextrose. There were 
peaks of positivity in the postmenstrual 
and premenstrual phases of the cycle in 
a large number of cases. These peaks were 
within the one-day to five-day range de- 


BARRETT ET AL.: FAMILY SPACING 


seribed by Hurtig. 
Since our patients were instructed not 


to carry out the test for occult blood if 


any overt blood was present, but only to 
note its presence on that given day, we 
have added a curve for occult and overt 
blood to eliminate this potential source 
of error. The curves for occult blood and 
occult-overt blood were strikingly similar 
in their patterns and failed to demonstrate 
any definitive midcycle peak of occult 
blood which could be correlated with the 
thermal shift of the basal body tempera- 
ture curve (Chart 4). It is also worthy 
of note that, as charted, there was no 
significant or statistical relation between 
coitus and occult blood. 


DAY OF CYCLE 


Chart 3.—Cyclic variations in tests giving posi- 
tive results for aes <> and for occult and overt 
blood 


Fourteen patients in this series became 
pregnant during the study. Of these, 12 
revealed occult blood continuously from 
the time of conception to the discontinua- 
tion of the study. The constancy of this 
observation is certainly striking and 
strongly tends to substantiate the con- 
clusions of Hurtig, who first reported this 
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Chart 4.—Correlation of dextrose and of overt and occult blood with ovulation time (BBT). 
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phenomenon in 1958. There was complete 
agreement between the basal body tem- 
perature curve and the vaginal dextrose 
level in 13 of the 14, and conception oc- 
curred with coitus at or before the tem- 
perature break in each instance. Actual 
dates varied from the tenth to the twenty- 
fourth day of the cycle, with five concep- 
tions occurring after coitus on the four- 
teenth and fifteenth days of the cycle. 

In the nonpregnant group the cycles 
ranged from sixteen to forty-three days, 
with a mean duration of twenty-nine days 
and an average duration of menstrual flow 
varying from three to nine days (Chart 
5). The peak incidence of ovulation was 
reached from the twelfth to the sixteenth 
day of the mentrual cycle, which coinci- 
dentally was also the sixteenth to the 
twelfth day preceding the next cycle. 


SUMMARY 


A “do it yourself” multiple testing sur- 
vey and analysis of a technic for family 
spacing was done in a series of 112 pa- 
tients for a total of 330 menstrual cycles. 

These patients were studied as to the 
basal body temperature curve, the pres- 
ence of dextrose or occult blood in the 
vaginal discharge and the presence or ab- 


Peak ovulation times 12th ~ 17th day 


Chart 5.—Variability in duration of menstrual cycle. 
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sence of ovulatory changes and the fern 
pattern in the vaginal spread. 

Of the 25 patients who did not complete 
the study, 14 became pregnant, and the 
results in their cases are _ reported 
separately. 

There was a definite biphasic tempera- 
ture curve in 308 cycles. In two-thirds of 
these the presence of dextrose could be 
correlated with the ovulatory drop in the 
temperature curve, approximately one- 
half showing dextrose before the drop and 
the other half at or after the drop. 

In terms of the individual patient, the 
following figures demonstrate the number 
of cycles in which there was a definite 
correlation between the ovulatory thermal 
shift in basal body temperature and the 
presence of cervical dextrose according to 
the text: 


Number of Patients % Correlated Cycles 


20 17.8 1 
29 26.0 none 
Total: 112 100% 


Clinistix gave results both more con- 
sistent and more nearly accurate in the 
detection of dextrose than did the other 
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types of paper tested. There is no need 
for less sensitive or less specific tests. 
Tampons that gave positive results for 
dextrose when fresh frequently gave nega- 
tive results several weeks later. This may 
have been the result of bacterial or en- 
zymatic degradation of the dextrose origi- 
nally present. The outcome of tests for 
occult blood, however, was not modified 
by the passage of time. 

With regard to the presence of occult 
blood, it is possible that the testing mech- 
anism may have been too sensitive, since 
there was an increased incidence of posi- 
tive results in the postmenstrual and im- 
mediate premenstrual phases of the cycle. 
Nevertheless, the absence of positive re- 
sults in almost 3,000 specimens, and the 
failure to correlate coitus with a positive 
test result would certainly seem to ex- 
clude trauma (coitus or the dry insertion 
of the Tampax) as a cause of the occult 
blood. This also seems to indicate that 
Occultest was probably not too sensitive. 


CONCLUSIONS 


1. The reliability of the basal body tem- 
perature would once again appear to be 
substantiated as an index of ovulation, 
with use of the thermal shift described. 

2, In 228 of 308 cycles and in 83 of 
112 patients some correlation was noted 
with a positive result from the dextrose 
test at or near the time of ovulation. 
Clinistix were preferred for specificity and 
sensitivity. 

3. Testing for occult blood revealed pre- 
menstrual and postmenstrual peaks, with 
no evidence of any rise associated with 
ovulation. 

4. There was no obvious correlation be- 
tween coitus and the appearance of occult 
blood. 

5. Tampax was fully capable of being 
used to demonstrate the presence or ab- 
sence of either dextrose or blood. It is our 
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opinion that the tampon may be excluded 
as an irritative source of occult bleeding. 

6. There is a constancy of positive re- 
sults from tests for occult blood in early 
pregnancy, as was demonstrated in 12 of 
14 patients who became pregnant during 
this series. This will be investigated fur- 
ther to determine its significance. In this 
group there was 93 per cent correlation 
between basal body temperature and the 
presence of cervical dextrose. 

7. In a “do it yourself” multiple testing 
survey of this character, the fern test and 
the vaginal smear, as provided by the 
patients, have been unsatisfactory for 
study. 


ZUSAMMENFASSUNG 


Der Verfasser hat an 112 Patientinnen 
an insgesamt 330 Menstruationszyklen 
Techniken zur Familienplanung mit ver- 
schiedenen Untersuchungen, die die Pa- 
tientin selbst ausfiihren kann, gepriift. 


Neben anderen Ergebnissen dieser Unter- 
suchung hat sich gezeigt, dass die Theorie, 
dass die basale Kérpertemperatur einen 
zuverlissigen Nachweis der Ovulation ab- 
gibt, offenbar richtig ist. Bei 23 von 308 
Perioden ergab sich eine Beziehung zwi- 
schen positiven Resultaten von Trauben- 
zuckeruntersuchungen und der Zeit der 
Ovulation. Die Untersuchung auf okkul- 
tes Blut war unbefriedigend, weil offenbar 
iiberempfindliche Untersuchungsmittel 
verwendet wurden. 


SCHLUSSFOLGERUNGEN 


Die hier vorgestellte Untersuchungsserie 
gestattet gewisse Schlussfolgerungen. Die 
basale Kérpertemperatur scheint sich mit 
Verwendung der hier beschriebenen War- 
meschwankungen als zuverlassiges Merk- 
mal der Ovulation herausgestellt zu haben. 

Bei der Uberpriifung vielfacher von den 
Frauen selbst ausgefiihrter Untersuchun- 
gen haben sich die Farnkrautprobe und die 
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Untersuchungen der von den Patientinnen 
beschafften Scheidenabstriche als unbe- 
friedigend fiir dieses Studium ergeben. 

Tampax liess sich sehr gut zum Nach- 
weis des Vorhandenseins oder Fehlens von 
Traubenzucker oder Blut verwenden. Da 
2415 von 4544 Untersuchungen auf Blut 
negativ waren, glauben die Verfasser aus- 
schliessen zu kénnen, dass der Tampon 
einen Reiz ausiibt, der zu okkulter Blutung 
fiihren kénnte. 

Zwischen Geschlechtsverkehr und dem 
Auftreten okkulten Blutes bestanden keine 
deutlichen Beziehungen. 

Positive Ergebnisse von Untersuchun- 
gen auf okkultes Blut im friihen Stadium 
der Schwangerschaft sind ziemlich bestan- 
dig, wie sich bei zwélf von vierzehn Pa- 
tientinnen ergab, die wahrend des vorlie- 
genden Studiums schwanger wurden. 
Welche Bedeutung das hat, sollte weiterhin 
untersucht werden. 

Bei 228 von 308 Zyklen ergaben sich po- 
sitive Resultate bei Traubenzuckeruntersu- 
chungen zur Zeit oder um die Zeit der Ovu- 
lation. 

Die Proben fiir okkultes Blut waren 
unbefriedigend, weil offenbar die ange- 
wandten Medien zu sensitiv waren. Viel- 
leicht lassen sich genauere Kurven mit 
einem weniger empfindlichen Medium er- 
zielen. 


CONCLUSIONES 


De los datos aportados en este articulo 
se pueden deducir ciertas conclusiones; la 
temperatura basal del cuerpo esta rela- 
cionada con el tiempo de la ovulacion, si se 
tiene en cuenta la caida de temperatura 
que ya se describé con anterioridad. 

Se han llevado a cabo pruebas funciona- 
les en gran escala con la colaboracién pro- 
pia de la poblacion, pero tanto el test del 
helecho como el del exudado vaginal han 
resultado insuficientes. 

Se ha empleado el tampax para demos- 
trar la presencia de sangre o de glucosa, 
y puesto que en 2.415 de los 4.544 casos no 
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se demostré sangre, se puede excluir al 
tampon como un causante de hemorragias 
ocultas. 

No se ha visto relacién entre el coito y 
la positivizacioén del test de hemorragias 
ocultas. 

Al comenzar el embarazo se ven con- 
stantemente positivizaciones del test de 
hemorragias ocultas (en 12 de los 14 casos 
en que hubo un embarazo durante el tiempo 
de la prueba) ; es preciso ahondar en este 
asunto para conocer su significado. 

En 228 de los 308 ciclos estudiados se 
pudo demostrar que el test de la glucosa se 
hace positivo en el momento de la ovulacién 
o por lo menos bastante cerca ; en cambio el 
test de hemorragias ocultas no es satisfac- 
torio, quizds por el grado de sensibilidad 
del medio empleado en el test; si el medio 
fuese menos sensible las curvas obtenidas 
se aproximarian mas a la realidad. 


RESUME 


L’auteur présente une étude concernant 
de nombreux tests et analyses a faire soi- 
méme au sujet des périodes d’apyrexie, 
portant sur un total de 330 cycles chez 
112 femmes. Parmi d’autres résultats de 
cette étude, il a noté que la théorie selon 
laquelle la température basale du corps est 
un indice sir d’ovulation, était apparem- 
ment justifiée. Dans 23 cycles sur 308, il 
s’est révélé une corrélation avec des ré- 
sultats positifs de tests de dextrose, a une 
période proche de |’ovuluation ou au mo- 
ment de celle-ci. Les tests de sang occulte 
n’ont pas été satisfaisants, apparemment 
en raison de l’hypersensibilité de la mé- 
thode utilisée. 


CONCLUSIONS 


Certaines conclusions peuvent étre tirées 
de la série de cas présentés par |’auteur: il 
semble établi, avec l’utilisation du modi- 
ficateur thermique préalablement décrit, 
que la température de base du corps est 
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un signe d’ovulation sur lequel on peut se 
baser. 

Au cours d’une étude de tests multiples 
“3 faire soi-méme,” le test de la fougére 
et le frottis vaginal tels qu’ils étaient four- 
nis par les patients, n’ont pas été satis- 
faisants. 

Il a été possible d’utiliser le Tampax 
pour démontrer la présence ou |’absence 
soit de dextrose soit de sang. Etant donné 
que 2.415 tests sanguins sur 4.544 ont 
donné des résultats négatifs, l’auteur con- 
sidére que le tampon peut étre exclu en 
tant que cause irritative de saignement 
acculte. 

Il n’a pas été constaté de corrélation 
évidente entre le coit et le saignement 
occulte. 

Il y a une certaine constance dans les 
résultats positifs de tests de saignement 
occulte au début de la grossesse, comme 
l’ont montré les cas de 12 malades sur 14 
devenues enceintes au cours de cette étude. 
Ce point demande a étre approfondi en vue 
de déterminer sa signification. 

Une certaine corrélation a été notée dans 
228 cycles sur 308, avec résultat positif du 
test de dextrose au moment de |’ovulation 
ou a une période proche de celle-ci. 

Les tests ayant trait au sang occulte 
n’ont pas été satisfaisants, apparemment 
du fait du trop haut degré de sensibilité 
du systéme utilisé. Des courbes plus signi- 
ficatives pourraient étre obtenues avec une 
technique moins sensible. 


SUMARIO 


O exame de multiplas provas ‘“‘faca-o por 
si” e analise de técnicas para especamento 
familiar foi levado a efeito em um total de 
330 ciclos, em 112 pacientes estudados. 
Entre outros resultados do estudo, notou- 
se que a teoria de que a temperatura cor- 
porea basal é um indice seguro de ovula- 
cao foi aparentemente consubstanciado. 

Em 23 de 308 ciclos, alguma correlacao 
foi notada com resultados positivos de pro- 
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vas para dextrose durante ou proximo 4 
época de ovulacao. 

A pesquisa de sangue oculto nao foi 
satisfatério aparentemenre devido 4 hiper- 
sensibilidade dos méios de préva empre- 
gados. 

CONCLUSOES 


Certas conclusdes podem ser feitas 4 
partir destas series; confianca na tempe- 
ratura corporea basal como indice seguro 
de ovulacao, usando o artificio termico 
previamente descrito, parece estar pro- 
vado. 

Na _ inspeccéo de multiplas provas 
“faca-o por si’ o “test fetal” e o esfegaco 
vaginal fornecidos pelas pacientes, tem 
sido insatisfatorios para estudos. 

Tampax foi amplamente capaz de ser 
usado afim de demonstrar a presenca ou 
auséncia tanto de dextrose quanto sangue. 
Uma vez, que, 2.415 das 4.544 prévas para 
sangue deram resultados negativos, a 
opiniao do Autor é de que se deva excluir 
o tampao como uma fonte irritativa de 
sangramento oculto. 

Nao houve correlacao 6bvia entre coito 
e aparecimento de sangue oculto. 

Existe uma certa constancia de resulta- 
dos positivos em provas para sangue 
oculto no inicio da gravidés, conforme se 
demonstrou nos casos de 12 a 14 pacientes 
que engravidaram durante esta serie. 
Isto deve ser investigado afim de se deter- 
minar seu significado. 

Em 228 de 308 ciclos foi notada certa 
correlacéo, com resultados positivos mas 
provas para dextrose pr6éximo ou durante 
o tempo de ovulacao. 

Prévas para o sangue oculto nao foram 
satisfatorias, aparentemente devido ao 
grau de sensibilidade do meio de prova. 
Curvas mais precisas poderao ser estabele- 
cidas com meio menos sensivel. 


RIASSUNTO 


Uno studio condotto su 112 donne per 
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un totale di 330 cicli mestruali ha confer- 
mato, fra l’altro, che la temperatura cor- 
porea basale rappresenta un segno attendi- 
bile per stabilire l’epoca della ovulazione. 
In 23 cicli su 308 si e’ notato un certo 
rapporto anche con i dati del test del de- 
strosio in prossimita’ del momento dell’ 
ovulazione. La ricerca del sangue occulto, 
invece, non diede risultati probabilmente 
a causa della ipersensibilita’ del metodo 
impiegato. 
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had at first tried to repel the unwelcome immigrant finally realized that he was 
going to be a permanent settler, so they started to work at the grim task of getting 
along the best they could with him. Different remedies were tried with varying 
success; guaiac wood was praised by some, sarsaparilla extolled by others, but 
mercury, which had been extensively tried by the first physicians who treated 
syphilis, remained the drug par excellence. It produced such striking results 
that physicians were encouraged and wrote very confidently about the cure of 
the disease. Unfortunately, in their optimism at the disappearance of the pain 
in the joints, the skin eruptions, and the other signs of the active disease, they 
supposed the malady to be completely cured. They did not realize that the later 
complications might produce more suffering and distress. Several centuries elapsed 


before this was demonstrated. 
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finding a simple chemical test for 

ovulation time. This has been an im- 
portant and difficult study in human phys- 
iology which, for many reasons, could 
have far reaching importance. 

In 1958 I published a daily record of 
tests for occult uterine bleeding, in 254 
cycles on 80 apparently healthy women. 
The methods varied but were, surprisingly 
enough, almost identical with those em- 
ployed by Bromberg and Bercovici (Fer- 
tility & Sterility 7:71, 1956) from the 
Hadassah Hospital in Jerusalem. The re- 
sults, however, were not definitive enough 
for clinical application, and I said so at 
the time. Last year Dr. Eichner of Cleve- 
land promised to duplicate my work in- 
dependently, which he has now done. I 
am sincerely grateful for his enormous 
effort and for the appraisal he has 
completed. 

It is difficult and dangerous to attempt 
such a study in private practice, but this 
is the only source of women intelligent 
enough to cooperate fully in the instruc- 
tions issued. 

In the Shirodkar Memorial Number of 
the Bombay Hospital Journal, volume 1, 
number 2, April 1959, I first described 
postal transmission of secretions that 
might contain occult blood. This demanded 
cardboard mailer, which was folded over 


Sinai 1955 I have been interested in 
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Experiments in Chemical Testing 


for Ovulation Time 


A. HURTIG, M.D., F.1.C.S.* 
OTTAWA, ONTARIO, CANADA 


In view of the much-publicized 
danger of a “population explosion” 
and the strong continuing objections 
of certain religious bodies to any 
method of planned parenthood that 
can be considered artificial, a simple 
chemical test for ovulation time 
would seem not only desirable but 
necessary. The author, who has been 
engaged for some years in re- 
searches and experiments directed 
toward this end, reports his own pro- 
gress and that of others making simi- 
lar investigations. 


a completely untreated piece of filter 
paper. The important detail was to allow 
the specimens to dry and to reconstitute 
them with one drop of distilled water be- 
fore testing. This was _ psychologically 
more appealing to the volunteers and 
easier to handle, and the cost was practi- 
cally nothing. Dr. Eichner’s results with 
the cardboard mailer are identical to my 
own. It is superior to the tampon usually 
posted, for reasons to be explained here. 

In the interval, attempts have been 
made to determine ovulation time by the 
popular commercial tests for dextrose in 
the urine. The results have been confusing. 
I have stated from the beginning that 
papers containing orthotoluidine, which is 
the basis of the popular dextrose test, 
a bleached white, completely uncolored 
must not be inserted into the vagina, be- 
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cause the chemical could be carcinogenic. 
There has been complete agreement on 
this matter between myself, Dr. J. B. 
Doyle of Boston and the Pure Food and 
Drug Administrations of Canada and the 
United States. This attitude has been criti- 
cized as a “cranberry bog’; nevertheless, 
I hold to my original thesis. 

There are now published reports on oc- 
cult ovulation bleeding from reliable au- 
thorities on more than 900 cycles in about 
300 women from Israel, Norway, Italy and 
Canada. 

My criteria for any chemical test for 
ovulation time were added to those of 
Sturgis, who has stated that it must “(1) 
show that ovulation is about to occur or 
that it has occurred within hours, not 
days, (2) be easy to perform without 
complicated and expensive laboratory 
facilities, and (3) lend itself to interpre- 
tation by the patient herself for the pur- 
pose of coital timing.” To this I added (4) 
there must be no interference with the 
normal physiologic state and no barrier 
to conception; and I shall add (5) that 
the method must not be capable of doing 
any harm-to the women concerned. 

This basis of my work was the idea, 
which was not new, that products from 
the ruptured corpus luteum will form as 
exudate in the posterior cul de sac and 
that normal functioning fallopian tubes 
ean pick up this material and pass it 
through the uterus to the vagina, where 
it can be retrieved for testing. This would 
prove an almost instantaneous test of the 
time of ovulation. 

After much study I decided that the 
most obvious and easily tested component 
would be occult blood. Surgeons have done 
this for two generations on blood travers- 
ing 22 feet of feces. This has been proved 
true. The best study of fluid from the 
posterior cul de sac had been published by 
Matsumura of the Denartment of Obstet- 
rics and Gynecology, Nippon Medical Col- 
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lege, and the First University Hospital, 
Tokyo, in (J. Japanese Soc. Obst. & 
Gynec. 4:1 Jan.) 1957. This study has 
been neglected by the Western medical 
world and apparently elsewhere. I have 
been in communication with Dr. Matsu- 
mura, who approves my methods and 
clinical applications. 

Unfortunately the brilliant work of Dr. 
J. B. Doyle with his new fertility testing 
tape could not be confirmed by parallel 
studies of my own on dextrose content and 
occult blood. The apparatus, advertised 
from Ottawa, Illinois, is much too expen- 
sive for broad use in Canada, and no con- 
firming reports have been received. 

Even Hematest tablets, which are re- 
liable for occult blood at 1:10,000, are too 
expensive for regular use in Canada and 
obviously in the low-economy countries of 
the world. The cost is 9 cents per tablet. 


It is unfortunate that Dr. Eichner used. 


the Occultest tablets which are sensitive 
to 1:100,000 and give too many false posi- 
tive results from other oxidizing agents 
in the vaginal pool. 

There are no religious objections from 
any ecclesiastical authority to this method 
of testing. This is borne out by the four- 
teen pregnancies that occurred during my 
series of tests and the twelve pregnancies 
that occurred during Dr. Eichner’s series. 
Dr. Eichner has confirmed the phenom- 
enon I first described—persistent univer- 
sal occult uterine bleeding after concep- 
tion—as occurring in all but 1 of his 
cases, and I reiterate that this could be 
one of the causes of anemia in pregnancy. 


Continuous daily occult uterine bleeding 
means that an organic ulcerative or in- 
flammatory lesion is present in the pelvis. 
Continuous occult bleeding after amenor- 
rhea strongly suggest pregnancy in a 
woman of childbearing age. Rachel Stein 
Werblowsky reported the first statements 
in 1954; Dr. Eichner now confirms the 
second. 
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In 1958 I stated that daily insertion of 
tampons into the dry vagina could cause 
injury. This was confirmed by interviews 
with patients and also by the repeated 
detection of occult blood on the sides of 
the tampons when the ends revealed no 
abnormal condition whatever. 


Dr. H. Grice of the Animal Pathology 
Section, Food and Drug Directorate, De- 
partment of National Health and Welfare, 
Ottawa, has proved that a polymorpho- 
nuclear exudate will react positively to 
the test tablets in the same manner as 
does occult blood. At the same time he has 
been able to obtain photographs of red 
blood cells in the corona radiata of the 
ovum as it passes down the fallopian tube 
of the albino rats. 

Now the question arises of the possi- 
bility of damage by testing. Cultures of 
all the commercially available menstrual 
tampons in Canada, bought from the 
shelves of reliable, ethical pharmacies, 


have yielded the following results: 


Experiment 1, Nov. 21, 1960: 
Tampon A: (a) Growth of an anaerobic 
micrococcus 
(b) No growth after incu- 
bation for two weeks 
Tampon B: (a) Growth of B. subtilis 
(b) Growth of Chromebac- 
ter 
Tampon C: (a) Growth of B. subtilis 
(b) Growth of B. subtilis 


Experiment 2, Dec. 7, 1960: 
Tampon B: (a) Growth of B. subtilis; 
no growth of fungus 
(b) Growth of B. subtilis; 
no growth of fungus 
Tampon C: (a) Growth of B. subtilis; 
no growth of fungus 
(b) Growth of B. subtilis; 
no growth of fungus 
Tampon D: (a) Growth of B. subtilis; 
no growth of fungus 
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(b) Growth of B. subtilis; 
no growth of fungus 


Experiment 3, April 5, 1961: 

Tampon A: (a) Anaerobic growth of 
gram-positive cocci, 
which failed to grow 
for further identifica- 
tion 

(b) No growth 
Tampon B: (a) Anaerobic micrococcus 
and B. subtilis group 
(b) B. subtilis group 
Tampon C: (a) B. subtilis group 
(b) B. subtilis group 
Tampon D: (a) B. subtilis group 
(b) B. subtilis group, 2 
types 

These cultures were performed in the 
Bacteriology Department of the Ottawa 
General Hospital under the direction of 
Dr. R. J. Gibbons, professor of bacteriol- 
ogy and the University of Ottawa, who 
is an international authority. 

The results explain many of the con- 
fusing false positive results, and the cecur- 
rence of nonspecific vaginitis in healthy, 
moral young women who have used such 
tampons. This means that another sterile, 
nondamaging means must be found to re- 
trieve the secretions present in the vagina 
at ovulation time. 

Dr. Eichner shares my own inability to 
retrieve the fern tests for useful purposes. 

Confirming results and photographs 
have been obtained, with the aid of the 
photoculposcope, by Dr. U. Shah, Research 
Fellow from the University of Ottawa in 
the Department of Maternal and Child 
Welfare, Research Center, University of 
Ottawa, under a grant from the Child and 
Maternal Health Welfare Department of 
the Canadian Department of Public 
Health. Dr. Shah is a former student of 
Dr. Shirodkar of Bombay. 

Since the publication of my first paper 
in 1958, many have confirmed my theory 
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as to confusion of the picture by double 
ovulation in the healthy woman. There is 
complete agreement as to the source of 
the fluid tested (the ovary), but there has 
been too much premature public applica- 
tion of this knowledge. Occult uterine 
bleeding occurs at ovulation in the nor- 
mal fertile woman, and this can be de- 
tected. A more efficient and innocuous 
method of obtaining the material must be 
developed. The cheap cardboard mailers 
are a very efficient means of conveying 
the material to the doctor for study. When 
fully developed this could serve as a 
screening method for ulcerative and in- 
flammatory lesions of the female pelvis, 
especially in areas where Papanicolaou 
smears will not be available for many 
many years and where large segments of 
the population will not present themselves 
for annual preventive pelvic examination. 
These annual examinations of the healthy, 
so-called asymptomatic women place sur- 
geons far ahead of any other clinicians in 
the attempt to remove completely the dan- 
ger of death from carcinoma of the cervix. 
Delay, however, unfortunately exists in 
both Canada and the United States, par- 
ticularly among doctors’ wives and nurses. 

Most of what has been published is cor- 
rect. Surgeons have waited many genera- 
tions for the perfect method. I strongly 
recommend waiting a little longer, until 
present methods have been perfected and 
confirmed. This work should be confined 
for the time being to research centers and 
not be used commercially and cruelly at 
present. 

Just as I have studied the transport by 
active motion of material from the peri- 
toneum to the vagina, I have had a strong 
look at materials inserted in the vagina 
and have strong evidence to prove that 
some of these materials, by simple physio- 
logic hydraulic pressure, can be forced 
into the peritoneum and set up the com- 
mon nonspecific pelvic peritonitis so often 
encountered in daily practice. I refer in 
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particular to douches and various jellies, 
used with and without diaphragms, that 
are claimed to be completely innocuous. 
This matter will be the subject of further 
reports. 


RESUME 


A propos du danger dont il est beaucoup 
parlé d’une surpopulation du globe et des 
vives objections de certaines sectes reli- 
gieuses a |’égard de toutes les méthodes de 
contréle des naissances envisagées et pou- 
vant étre considérées comme antinaturel- 
les, un simple test chimique de la date de 
lovulation semble non seulement souhait- 
able mais nécessaire. L’auteur, qui s’oc- 
cupe depuis plusieurs années de recherches 
et expériences dans ce domaine, décrit les 
résultats qu’il a obtenus; il mentionne 
également les résultats d’autres auteurs 
occupés a des études similaires. 


RESUMEN 


A la vista de un asunto tan aireado como 
el del peligro de un exceso de poblacién 
mundial, y ante las serias objeciones pre- 
sentadas por ciertas corporaciones religio- 
sas a cualquier forma de control de la na- 
talidad que pueda ser considerado como 
artificial, se hace necesaria alguna prueba 
sencilla de laboratorio que determine el 
tiempo de la ovulacién. El autor que se 
ha ocupado durante varios afios en investi- 
gaciones y experiencias sobre este pro- 
blema, presenta sus propias realizaciones y 
las de otros que siguen el mismo asunto. 


ZUSAMMENFASSUNG 


Im Hinblick auf die reichlich publizierte 
Gefahr eines rapiden Anwachsens der 
Bevoélkerung und auf die fortgesetzten hef- 
tigen Widerstande gewisser Regilionsge- 
meinschaften gegen jede Art der Fami- 
lienplanung, die als kiinstlich angesehen 
werden kénnte, scheint eine einfache che- 
mische Probe zur Erkennung der Ovula- 
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tiouszeit nicht nur wiinschenswert sondern 
noi wendig zu sein. Der Verfasser, der sich 
fiir eine Reihe von Jahren mit Forschun- 
gen und Versuchen in dieser Richtung be- 
schaftigt hat, berichtet iiber seine eigenen 
und anderer Autoren Fortschritte, die sich 
mit a&ahnlichen Untersuchungen befasst 
haben. 


SUMARIO 


Em vista do perigo fartamente divul- 
gado de uma “explosao populacional” e as 
fortes e continuadas objecdes de certas 
entidades religiédsas a qualquer método de 
parentesco planejado que possa ser con- 
siderado artificial um simples “test qui- 
mico” para tempo de ovulacéo parece ser 
nao s6 desejavel, como necessario. O A. 
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ligado ha varios anos em pesquisas e ex- 
periéncias orientadas para ésse fim, relata 
seu proprio progresso e de outros que 
fazem investicgdes similares. 
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What, after all, is this truth which we can hide or give? It is conditioned by 
the limits of our knowledge and ability; it may change not only with the changing 
and increasing proficiency of medical science but also with unexpected and 
unforeseeable turns in the natural course of diseases. If the physician realizes 
that all his truthfulness does not empower him to pronounce ultimate and 
inescapable sentences, and if the patient recognizes that the physician’s answer is 
not a final judgment, then the confidence between physician and patient will not 


be over-taxed when the truth is told. 


—Goldner 
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Important Notice 
to All Journal Contributors 


PLEASE NOTE AND ACT UPON the following points in submission of 
your manuscripts: 


1. Every article intended for publication in the Journal should be type- 


written in double or triple space and sent DIRECT to the Editorial 
Office, Journal of the International College of Surgeons, 1516 Lake 
Shore Drive, Chicago 10, Illinois, together with all illustrations, 
legends, tabular matter, bibliographic references the author desires 
to include. Manuscripts so submitted will be promptly acknowledged 
and, on acceptance by the Editorial Board, published as soon as 
possible. The Journal cannot be held responsible for loss, failure of 
acknowledgment, delay in publication or nonpublication of any manu- 
script, or any subsidiary material appertaining thereto, which has 
not been submitted through the official editorial channels. 


. Every article presented at any Regional, National, International or 


Federation Congress of the International College of Surgeons, if 
Journal publication is desired, should be submitted in the same man- 
ner, PLAINLY MARKED with the name, date and location of the 
Congress at which it was presented. 


. Manuscripts delivered in person to Congress officials or others have 


NOT been submitted for publication in the Journal. The Editorial 
Office has no way of knowing whether they were delivered for pub- 
lication or for press purposes only. 


. Manuscripts delivered to Congress officials or others for press pur- 


poses only should be sent by the recipient to the Public Relations 
Bureau of the International College of Surgeons, NOT to the Editorial 
Office. 


. If illustrations are desired and it is impossible to submit them at the 


time the manuscript is submitted, the notation “Illustrations to come” 
should accompany the latter; otherwise the article may be scheduled 
for publication before the illustrations have arrived. The Journal 
absorbs the cost of three halftone illustrations four inches high, or 
the equivalent thereof. The author may include additional illustra- 
tions as desired. 


These requests are made not only to safeguard the Journal from 
error but in the best interests of our contributors. To make sure of 
prompt acknowledgment and efficient handling of your Congress pre- 
sentation, please sent it DIRECT to its ultimate destination! 
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Orthopedic Surgery 


Subtalar Fixation with Autogenous Dowel Grafts 


CHESTER C. SCHNEIDER, M.D., D.A.B. 
MILWAUKEE, WISCONSIN 


able number of cases of fracture of the 
calcaneous, even though efficient treat- 
ment has been given at the time of the 
original injury (Fig. 1), pain and dis- 
ability may persist. As a rule, disability 
results from incongruity of the subtalar 
joints and the consequent traumatic ar- 
thritis. Although some surgeons have 
urged early intervention in those cases in 
which pain persists after conclusion of 
the initial treatment, it is the considered 
judgment of most orthopedists with ex- 
tensive experience in the field that, with 
a few exceptions, a fair trial of weight 
bearing, aided by arch supports and/or 
braces, should precede any operative treat- 
ment. Speed and Steward! stated that 
many of these patients will improve spon- 
taneously during the years and may ul- 
timately escape the need for operation, 
but, despite this, all too many are doomed 
to a progressively deteriorating course. 
Others refuse to wait for years in hope 
of achieving a relatively pain free end 
result that can be produced much more 
quickly and certainly by operation. 
Although for many years triple arthrod- 
esis (Fig. 2) was performed routinely 
for severe crushing injuries of the os 
calecis, the risk of such extensive opera- 
tions gradually led surgeons to seek less 
drastic procedures. With triple arthrod- 
esis, the removal of all the articular car- 


| : IS WELL known that in a consider- 
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A technic for achieving fixation of 
joints with painful post traumatic in- 
ccengruity and/or degeneration by 
means of transarticular dowel gra'ts 
is described. One of the most com- 
mon sites of such changes alter 
crushing fractures of the os calcis is 
the subtalar joint, and it has been 
shown that fixation of the defective 
joint by an autogenous bone dowel 
relieves the subjective discomfort as- 
sociated with this condition and still 
preserves adequate function of the 
feot and ankle. Dowel grafts pre- 
pared with suitable equipment and 
placed in tunnels of the exact size 
required for their reception readily 
acquire a blood supply, are self-im- 
mobilizing and achieve ultimate fu- 
sion of the joint more rapidly and 
with greater certainty than could be 
attained by any other method. 


tilage from the astragalocalcaneal, astra- 
galoscaphoid and calcaneocuboid joints 
was attended by so much difficulty in fit- 
ting and firmly apposing all the denuded 
surfaces to each other that fusion often 
did not occur at all, or, if it did, the foot 
was in malposition and was unsuited for 
effective use. Moreover, even if a success- 
ful fusion of all three joints in good posi- 
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Fig. 1—A, lateral view of foot, showing pro- 
nounced compression fracture of os calcis. Salient 
angle has been reduced to almost nil, owing to 
crushing downward of large mass of bone at and 
above posterior articular surface of calcaneum. 
B, postoperative view of same foot. Note restora- 
tion of normal salient angle through open surgical 
elevation and fixation of same in position with 
autogenous bone block (Palmer operation). 


tion was obtained, the technical disability 
resulting from the complete loss of version 
in the foot and the partial loss of flexion 
and extension at the ankle was consider- 
able. 

Gradually it became apparent that the 
principal site of the disabling reaction was 
almost exclusively in the subtalar joint, 
and less emphasis was placed upon the 
inclusion of the talonavicular and cal- 
caneocuboid joints in the surgical inter- 
vention. Although several operations have 
been devised to fuse the subtalar joint 
only, that of Gallie,? reported in 1943, 
appears to have achieved great popularity. 
With this operation (Fig. 3) fusion of the 
posterior astragalocalcaneal joint is un- 
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dertaken by creating a square tunnel along 
the axis of this joint from its posterior 
surface to the transverse tarsal sinus and 
placing two cortical tibial grafts of suita- 
ble size (with their cortical surfaces fac- 
ing each other) in the tunnel, thus creating 
a “viable key” between the astragalus and 
the caleaneous which, it is hoped, will ul- 
timately fuse the bones to each other. Al- 
though Gallie described the operation as 
a “minor” one, in my opinion the creation 
of the rectangular tunnel along the axis 
of the joint to a depth of at least 114 
inches through a deep wound at the side 
of the achilles tendon may introduce some 
technical difficulties that could defeat the 
intended objective. Mumford,* in discuss- 
ing his experience with this operation, 
reported a 35 per cent rate of failure in 
a series of 14 cases and similar unfavor- 
able results have been observed by others. 


Fig. 2.—Triple arthrodesis. A, line of skin inci- 

sion. Shaded area indicates amount of bone re- 

moved. B, completion of operation. (From Camp- 
bell’s Operative Orthopaedics, vol. 2, p. 1680.) 
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Grice’s extra-articular arthrodesis (Fig. 
4) is a similar procedure, recommended 
principally for restoration of function to 
paralytic feet. 

Brittain* argued that “a graft, when 
traversing a joint, stimulates fusion 
throughout its course, and, if placed in 
the position of maximum support, helps 
to immobilize the joint while fusion is 
taking place.” Albee® postulated the basic 
principles of bone grafting or fusion as 
follows: ‘“(1) Intimate apposition of 
freshly cut bone surfaces of the graft with 
the host bone; (2) an adequate blood sup- 
ply in the host bone, and (3) sufficient 
immobilization to insure ingrowth of 
blood supply and development of callus.” 
Accurate fitting of grafts with host bones 
requires the use of electrical equipment 
of the type first designed by Albee or some 
more modern improvisation or revision of 
this equipment. Properly matched drills or 
fraise burrs with dowel shapers and other 
devices establish intimate contact between 
the haversian canals of the host bones 
and the graft tissue so that early and 
complete vascular canalization of the 
graft will take place. 

The subtalar fixation operation that I 
use (Fig. 5) is an adaptation of the Albee 
dowel graft technic to the problem of im- 
mobilizing the talocalcaneal joint in cases 
of chronic, painful post-traumatic degen- 
eration of the joint following crushing 
fractures of the os calcis. A similar pro- 
cedure was described by Armstrong in 
the October 1943 issue of The Lancet.® 
The technical features of this operation 
also can be utilized in cases of flat foot 
with marked valgus of the heel and in 
those instances in which post-traumatic 
changes have occurred in the ankle joint 
itself. 

Because the Luck and Stryker motors 
and other similar sterilizable, sealed elec- 
tric motors have more or less supplanted 
the original Albee detachable-shell type 


Fig. 3.—Gallie’s operation for subtalar arthrode- 
sis from posterior approach. Operation has 
advantage of simplicity but does not permit cor- 
rection of deformity. If varus deformity is pres- 
ent, arthrodesis should be performed through 
lateral incision. If caleaneocuboid joint is involved 
by fracture, midtarsal fusion should also be done. 


Fig. 4.—Placing of grafts in sinus tarsi at right 

angles to axis of motion through subtalar joint. 

(Correction of Figure 4, J. Bone & Joint Surg. 
34A:933 (Oct.) 1952. Grice operation.) 


of motor, it has been necessary to adapt 
the heavy drills (fraise burrs) and dowel 
shapers to the more modern motors. With 
this equipment, drill holes and dowels of 
matched sizes can readily be made to suit 
any particular anatomic situation. The 
performance of the operation requires 
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only the orientation of the surgeon to the 
special equipment and the particular prob- 
lem at hand; he may then proceed with the 
routine steps of the operation as required. 

In cases of subtalar fusion the following 
technic is used: 

1. After preliminary establishment of 
a sterile field from the toes to the knee, 
with the foot, leg and thigh in sterile 
stockinette, with sterile drapes above the 
calf and the patient supine, ischemia is 
created in the exposed limb with a 4 inch 
(10 cm.) tensor bandage, and the pneu- 
matic tourniquet is inflated to the neces- 
sary pressure. 

2. The incision is made longitudinally 
from the dorsal aspect of the middle cunei- 
form bone of the foot proximally along 
the dorsum of the foot (between the an- 


NOVEMBER, 1961 


terior tibial and the long great toe exten- 
sor tendons) and then up the anteromedial 
aspect of the tibia medial to the anterior 
tibial muscle. This incision is then ex- 
tended carefully between the structures 
noted to the bones of the foot and leg. 

3. After superiosteal exposure of the 
anteromedial aspect of the tibia for a dis- 
tance of 5 inches (12.5 cm.), two grafts 
measuring 14 by 21% inches (1.2 by 6.2 
cm.) are removed from this cortex of the 
tibia and shaped into a single dowel by 
running them double (with their cortical 
surfaces in apposition) directly through 
the dowel shaper to form a cylinder 214 
inches (6.2 cm.) in length. The exact 
length of the dowel required can be readily 
determined by measuring in the lateral 
roentgenogram of the foot the distance 


Fg. 5—Superior and medial views of articulat:d bones of foot, showing projected course of dowel 


graft across astragalocalecaneal joint. Note extra-articular point of entry of graft into dorsai surface 
of neck of talus and direction of course toward but not to posterolateral cortex of os calcis. 
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between the dorsal surface of the neck of 
the astragalus and the posterior inferior 
corner of the caleaneous and reducing this 
measurement by about 34 inch (1.9 cm.) 
to allow for magnification in the roent- 
genograms and avoidance of penetration 
of the posterior calcaneal cortex by the 
graft. 

4. The landmark for the determination 
of the course of the drill hole across the 
astragalocalcaneal joint is the dorsal as- 
pect of the neck of the astragalus (just 
anterior to its tibial articular margin), at 
which site the burr is pointed diagonally 
downward, backward and laterally in the 
direction of the inferior posterolateral 
corner of the os calcis, which can be 
readily palpated through the skin of the 
heel; this enables the surgeon to see that 
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Fig. 6.—A, lateral roentgenogram of foot (M. C.), showing dowel fixation of subtalar joint two and 
one-half months after operation. B, lateral roentgenogram of same foot thirteen months after op- 
eration. Note viability of graft and homogeneous organization of graft bone structure with host bones, 
particularly os calcis. 


the preliminary Steinman pin or drill 
takes the proper direction. 

5. It is important that the dowel be of 
the exact diameter required to fit the tun- 
nel. I have utilized the Albee equipment 
that has matching burrs and dowel 
shapers of various sizes, and have cus- 
tomarily used the 14 inch (1.2 cm.) dowel 
in this region for mechanical security. Al- 
though I have not found it necessary to 
check orientation of the drill hole by pre- 
liminary utilization of a Kirschner wire 
or a Steinman pin, there is, of course, no 
objection to such a preliminary precaution. 

6. In those cases in which the heel ex- 
hibits an undesirable post-traumatic val- 
gus, the foot can be held in a position of 
maximal adduction (varus) as the drill 
hole is being made through the astragalus 
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and caleaneous and the dowel driven in. 
This tends to correct, to a degree, the pre- 
existing deformity. 

7. The postoperative management is as 

follows: 

(a) A copious compression dressing 
is applied to the foot and the lower 
part of the leg with an overlying 
molded plaster of paris posterior 
splint. 

(b) Sutures are removed in eight to 
ten days, and a snugly fitting plaster 
of paris walking cast extending from 
the toes to the knee is applied with 
the foot in 10 degrees of plantar 
flexion and neutral or corrected ver- 
sion as desired. 

* (ce) Light weight bearing with 
crutches is allowed after three to four 
weeks (depending upon the amount 
of swelling in the foot), and this in- 
terval is followed by gradually in- 
creased weight bearing during the 
following two months. Generally, 
after the expiration of the third post- 
operative month, the walking cast 
is removed and roentgenograms are 
taken of the foot. If early consolida- 
tion of the graft with the host bones 
is apparent, progressively unre- 
stricted weight bearing is permitted. 

The average period of temporary total 

disability after operation has been slightly 
less than five months, but it must be borne 
in mind that the less severe the structural 
problem and the younger the patient the 
earlier will be the return to useful, func- 
tional activity. Thus, some of my patients 
have returned to relatively light work ap- 
proximately three months after the opera- 
tion, while others have required up to 
seven months. In all cases firm immobil- 
ization of the astragalus with the cal- 
caneous was achieved, and in most cases 
obliteration and ankylosis of the entire 
astragalocalcaneal interspace was com- 
pleted. It must be noted that much of the 
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discomfort experienced by these patients 
is related to circulatory deficiency in the 
area of trauma, and that months, even 
years, are necessary to recover sufficiently 
adequate circulation to reduce to a mini- 
mum the discomfort resulting from deep 
swelling. There have been no postopera- 
tive infections, and all the patients have 
returned to work within three to seven 
months. 


REPORT OF CASES 


CASE 1.—M. C., a salesman aged 36, fell 
22 feet from a ladder on Nov. 12, 1950, 
crushing his right heel. He wore a cast 
for ten weeks. An examination was made on 
March 12, 1951, while he was still walking 
with a crutch. He complained of severe pain 
in the right foot and ankle. Roentgenograms 
revealed a crush fracture of the os calcis 
with degeneration of the subtalar joint. 
Further conservative treatment, including 
an ankle brace, supportive bandages and 
arch supports, was prescribed. The patient 
made no progress. An operation was per- 
formed on July 17. Double cortical tibial 
dowel grafts were inserted across the astra- 
galocalcaneal joint. Roentgenograms were 
taken on October 29 (Fig. 6A) and on Aug. 
22, 1952 (Fig. 6B). The patient returned to 
work full time on Dec. 20, 1951. An exami- 
nation made on Oct. 9, 1958 showed that 
flexion and extension at the ankle were good 
and that pronation and supination were fair. 


CASE 2.—A. P., a carpenter aged 57, fell 
10 feet from the beam of a building under 
construction on Nov. 14, 1950, fracturing 
both heels. He subsequently wore casts for 
three months and then was given physio- 
therapy for about nine months. He was un- 
able to return to work. An examination 
made on Oct. 12, 1951 showed that motion 
of the ankles and feet was markedly re- 
stricted. There was pain in both feet. Right 
and left subtalar dowel grafts were advised. 
Operations were performed on the left foot 
on December 2 and on the right foot on 
December 7. Subtalar tibial fusions were 
effected. The patient resumed work in July 
of 1952. He went deer hunting in 1952 and 
1953. An examination made on April 21, 
1953 revealed dorsiflexion of 20 degrees (nor- 
mal) in both feet; plantar. flexion of 20 
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Fig. 7A, anteroposterior view of ankle and foot (C. N.), showing dowel grafts across ankle and 

subtalar joints three years after operation. B, lateral view of same ankle and foot three years after 

operation. Grafts establishing firm fixation of — joints and becoming homogeneous with host 
nes. 


degrees in the right foot and 25 in the left 
(normal, 30); supination of 20 degrees in 
the right foot and 5 in the left (normal, 40) 
and pronation of 20 degrees (normal) in the 
right foot and 5 in the left. The total range 
of motion was 80 degrees in the right foot 
and 55 in the left (normal, 110). There was 
still some persistent pain under the heels. 


CASE 3.—H. V., a mason-tender aged 64, 
fell 8 feet from a ladder on Jan. 7, 1947, 
landing on his left foot. Roentgenograms 
revealed a crush fracture of the os calcis. 
This was immobilized in a plaster of paris 
cast for eight weeks. The patient then at- 
tempted activity, but severe pain in the foot 
prevented him from resuming work. An 
examination made on June 10, 1947 revealed 


a crush fracture of the os calcis with marked - 


osteoporosis of all the bones of the foot. All 
ankle and foot motions were decidedly re- 
stricted and painful. The peroneal muscles 
were spastic. An operation performed on 
July 22 consisted of resection of the pero- 
neus longus and brevis tendons to the extent 
of 1 inch (2.5 cm.), manipulation of the foot 
into a position of maximal adduction, and 
the use of dowel grafts (double cortical) of 


the tibia and subtalar joint. The patient 
resumed part-time work on Jan. 1, 1948, five 
months after the operation. Roentgenograms 
taken Nov. 27, 1947 revealed that the grafts 
were in position. At the time of the final ex- 
amination on March 12, 1948, the general 
condition of the patient was good. The exami- 
nation revealed dorsiflexion of plus 3 degrees 
on the left (injured) side and plus 5 on the 
right (uninjured) side; plantar flexion of 
24 degrees on the left side and 30 on the 
right; supination of 25 degrees of the left 
side and 35 on the right, and pronation of 
10 degrees on the left side and 5 on the right. 
The total range was 62 degrees for the left 
(injured) side and 75 for the right (unin- 
jured) side. 


CASE 4.—H. S., a log decker aged 45, 
crushed his left heel on Dec. 21, 1944 when 
he jumped 5 feet onto frozen ground. Three 
weeks of bedrest was prescribed. He then 
wore a plaster of paris cast for three weeks. 
He was subsequently given physiotherapy 
for ten weeks. An examination made on 
Oct. 11, 1945, ten months after the accident, 
revealed a severe crush fracture of the left 
os calcis and incongruity and degenerative 
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changes of all the subtalar joints. The 
operation performed on November 14 con- 
sisted of subtalar dowel fusion and resection 
of the lateral bulge of the calcis. Roent- 
genograms taken March 22, 1946 showed 
solid fusion of the dowel graft with the host 
bones. The patient returned to work as a 
lumber handler on February 13, three 
months after the operation, working from 
four to seven hours per day. He began work- 
ing full time, nine hours per day, on June 1, 
1946, six and one-half months after the 
operation. On November 5, examination re- 
vealed that the range of motion at the ankle 
and foot was as follows: Dorsiflexion was 
8 degrees for the right foot and 6 for the 
left; plantar flexion was 36 degrees for the 
right foot and 35 for the left; supination 
was 40 degrees for the right foot and 15 for 
the left, and pronation was 15 degrees for 
both feet. The total range was 99 degrees 
for the right foot and 71 for the left. The 
final roentgenograms taken November 5 
showed that complete obliteration of the sub- 
talar joint and homogeneous consolidation 
of the grafts with the host bones had oc- 
curred. 


CASE 5.—J. F., a millwright aged 56, fell 
6 feet from a ladder on Jan. 10, 1946, land- 
ing on his right foot. He sustained a frac- 
ture of the internal malleolus and a crush 
fracture of the right os calcis. Closed reduc- 
tion and a cast were advised. An examina- 
tion made April 9 showed incongruity of 
the subtalar joint and an incompletely re- 
duced internal malleolus. The operation 
performed on April 15 consisted of open 
reduction and internal fixation of the in- 
ternal malleolus and dowel graft of the sub- 
talar joint. Roentgenograms taken October 
21 showed the graft in position. The sub- 
talar joint was practically obliterated. The 
patient returned to work on August 19 as a 
millwright and has been working steadily 
full time since. He has only minimal dis- 
comfort in the foot toward the end of the 
day. Roentgenograms taken Feb. 16, 1953, 
seven years after the operation, show that 
complete obliteration of the subtalar joint 
and homogeneous consolidation of the graft 
with the host bones had occurred. Examina- 
tion revealed dorsiflexion of 9 degrees in the 
right foot and 7 in the left; plantar flexion 
of 15 degrees in both feet; supination of 12 
degrees in the right foot and 31 in the left, 
and pronation of 12 degrees in both feet. The 
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total range of motion was 48 degrees in the 
right foot and 65 in the left. 


CASE 6.—C. N., a welder aged 40, fell 15 
feet on April 30, 1940, landing on his right 
foot and sustaining a bimalleolar fracture 
of the ankle and associated trauma to the 
astragalotibial and subtalar joints. An ex- 
amination made September 27 revealed per- 
sistent pain in the right ankle and tarsal re- 
gion. The patient was unable to work; cir- 
culatory stasis of the lower part of the leg, 
ankle and foot had occurred. An Unna boot 
and correct shoes with the Thomas heel were 
prescribed. The patient returned to work 
full time on Sept. 1, 1941, and worked until 
about Aug. 1, 1946, when the pain became 
more severe. A roentgen examination made 
October 1 disclosed degeneration of the sub- 
talar and ankle joints. All motions were 
obviously restricted and painful. The opera- 
tion performed on October 22 consisted of 
placing fibular dowel grafts across the astra- 
galocalcaneal and subtalar joints. Roent- 
genograms were taken on Jan, 21, 1947, three 
months after the operation. On February 
20, four months after the operation, the pa- 
tient returned to work as a crane operator 
on a full time basis. Roentgenograms were 
taken again on Jan. 30, 1949, two years after 
the operation (Fig. 7, A and B). 


CASE 7.—On Aug. 27, 1949, C. R., a ma- 
chinist aged 28, fell approximately 60 feet 
from a smokestack and sustained multiple 
fractures in various parts of his body and 
extremities, including a left tibia fractured 
into the ankle joint and a severely com- 
minuted fracture of the os calcis. Pain 
persisted in the left foot and ankle, prevent- 
ing sustained activity. An examination on 
Sept. 17, 1951 revealed a badly deformed os 
calcis with an incongruous subtalar joint 
and advanced degeneration and incongruity 
of the ankle joint. The left ankle and tarsus 
were markedly thickened. There was only 
10 per cent hinge motion at the ankle, and 
severe pain in the ankle and foot. An opera- 
tion was performed on October 4. A double 
cortical dowel graft 4 inches (10 cm.) in 
length through the astragalotibial and sub- 
talar joints was utilized. Roentgenographic 
examination made Feb. 26, 1952 revealed 
viable grafts in early consolidation with the 
host bones. The patient returned to work on 
January 19, three and one-half months after 
the operation, walking without external aids 
but with a slight limp. Roentgenograms were 
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Fig. 8.—A, anteroposterior view of ankle and foot (C. R.), showing advanced fixation of ankle and 


subtalar joints twenty-one months after operation, B, lateral view of same ankle and foot twenty- 
one months after operation. Note viability of grafts and consolidation of same with host bones. 


taken July 11, 1953, twenty-one months after 
the operation (Fig. 8, A and B). On August 
20, 1954, there was no pain in the ankle or 
tarsus. 


COMMENT 


The use of the dowel graft for fixation 
of the talocaleaneal joint has numerous 


advantages over other methods that have 
heretofore been introduced for the control 
of painful residuals following crushing in- 
juries of the os calcis. The procurement 
and preparation of the autogenous dowel, 
and its subsequent insertion into a tunnel 
across the astragalocalcaneal joint space, 
require only the single incision and a 
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minimal dissection of soft tissues. The 
creation of the dowel and the drilling of 
the transarticular tunnel across the astra- 
galocaleaneal joint can be done with a 
cabinet maker’s precision by using elec- 
trically operated tools especially designed 
for this purpose. The graft is self-retain- 
ing and completely immobilizing, and has 
sufficient strength to assure mechanical 
fixation of the joint that is to be fused. 
Healing of the graft to the host bones is 
assured by the intimate contact of the 
haversian systems with each other and 
by the rich blood supply of the host bones, 
particularly the caleaneous. Technical ac- 
curacy in placing the dowel in its planned 
position can be achieved readily with di- 
rect visualization if palpable landmarks 
are utilized. Roentgen checks can be made 


during operation, if and when required. | 


Disorganization of the statics of the foot 
does not occur, although some correction 
of pre-existing defects can be achieved. 
The operation can be modified or amplified 
to include fixation of the ankle and/or the 
joints of Chopart; it can also include the 
reshaping of the os calcis by the removal 
of excessive or impinging lateral bulge, 
spurs, spicules, etc. No metallic fixation is 
required, and early ambulation in a walk- 
ing cast is allowed. 


RESUMEN 


Se describe en este trabajo una técnica 
de fijacién de articulaciones con incon- 
gruencia dolorosa posttraumatica por me- 
dio de un injerto en chaveta transarticu- 
lar. Uno de los sitios mas frecuentes de 
estas lesiones es en el calcaneo después de 
las fracturas con aplastamiento y equi la 
fijacién de la articulaci6n subastragalina 
hace desaparecer el malestar subjetivo y 
mantiene una buena funcién del pié y del 
tobillo. Estos injertos en chaveta cuando 
bién preparados y colocados exactamente 
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en tuneles de adecuado tamafio adquieren 
enseguida riego sanguineo, se fijan por si 
mismo y producen una union de la articu- 
lacié6n mas firme que la obtenida por cual- 
quier otro método. 


RESUME 


Lauteur décrit une technique pour réa- 
liser une fixation des articulations attein- 
tes de douleurs et de déplacements post- 
traumatiques et/ou de dégénérescence, au 
moyen de greffons chevillés. L’une des 
localisations les plus fréquentes de ces 
symptomes aprés fractures par écrase- 
ment du calcanéum, est |’articulation de 
hypothalamus, et il a été démontré que la 
fixation de l’articulation défectueuse au 
moyen d’une cheville d’os autogéne, sou- 
lage les symptomes subjectifs associés a 
cet état, tout en préservant une fonction 
suffisante du pied et de la cheville. De tels 
greffons, préparés avec un équipement 
adéquat et placés en tunnels, de la dimen- 
sion exacte nécessitée pour leur réception, 
acquiérent facilement un apport sanguin, 
sont auto-immobilisés, et accomplissent 
finalement une fusion articulaire plus ra- 
pide et plus certaine que celle pouvant étre 
obtenue par n’importe quelle autre mé- 
thode. 
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Otorhinolaryngologic Surgery 


Assessment of Vestibular Sensitivity 


NICHOLAS TOROK, M.D., D.A.B. 
CHICAGO, ILLINOIS 


HEN there is a disturbance in 

W equilibrium or instability in spatial 

orientation, or the sense organ of 
hearing becomes severely or suddenly 
affected, functional examination of the 
vestibular apparatus becomes mandatory. 
The clinical approach is based upon tests 
of the sensitivity of this sensory organ. 
The result of such testing confirms, identi- 
fies or eliminates the possibility of a ves- 
tibular pathologic condition, as does audio- 
metric testing which yields information 
relative to cochlear involvement or sensi- 
tivity. 

Just as the testing of hearing has ad- 
vanced from the use of the tuning fork 
and human voice tests of two or three 
decades ago to the many devices of modern 
audiology, considerable progress has been 
recorded in assessment of the function of 
the vestibular system. 

In order to comply with modern re- 
quirements, a modest amount of reorien- 
tation and reeducation is necessary. In the 
light of current knowledge, it is inadequate 
to irrigate ears with cold or iced water 
and merely be concerned with the presence 
or absence of nystagmus. Conclusions that 
can be drawn from such superficial ob- 
servation would be comparable to a neu- 
rologic diagnosis reached solely by elicit- 

From the Department of Otolaryngology, University of 
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Disturbance in equilibrium, insta- 
bility in spatial orientation or sudden 
or severe disturbance of the sense 
organ of hearing requires prompt 
functional examination of the ves- 
tibular apparatus. The author de- 
scribes and appraises current meth- 
ods and tabulates the necessary tests 
and their results. 


ing the patellar reflex. It is frequently 
claimed that more thorough testing.is time- 
consuming and that the clinician is unable 
to perform such lengthy tests during his 
busy office hours. It is true that a neuro- 
otologic study cannot be made hastily; nor 
should it be, nor can it be delegated to 
inadequately trained or ancillary person- 
nel. More time may be required than is 
generally spent in a routine visit in the 
office. This fact has to be accepted, as it 
would be for performing surgical, diag- 
nostic, roentgenographic or other labora- 
tory procedures. The responsibility for the 
total care of a patient is of the greatest 
importance. Management is incomplete, 
therefore, unless it offers the patient every 
diagnostic advantage. 

Within the limitations of this space it 
is impossible to enter into a lengthy dis- 
cussion of various technologic measures 
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employed today in routine or specialized 
testing procedures of the vestibular sys- 
tem. I wish only, however, to mention 
briefly the diagnostic and prognostic re- 
sults provided by a well-planned and well- 
coordinated examination. 

Function has various characteristics. 
In the case of hearing there are the thresh- 
old for intensity, possible limitations of 
sound frequency, intelligibility, discrim- 
ination, fatigue, recruitment, etc. It is ex- 
pected that audiometric studies will elu- 
cidate all of these varieties of function. 
Similarly, a simple reference to function 
with regard to vestibular sensitivity may 
be informative in some respects, though 
incomplete for full appraisal. 

The most commonly employed measure 
of vestibular sensitivity has been the dura- 
tion of certain vestibulomuscular reflex 
reactions to stimulation. In the past fifteen 
to twenty years it has been demonstrated 
that other characteristics of sensitivity 
may be observed simultaneously by means 
of specialized stimulations and technics. 
What are these other manifestations of 
vestibular sensitivity that the clinician can 
and should utilize in the evaluation of 
function? 

It was noted that the number of 
nystagmus beats reaches a maximum after 
stimulation and then decreases gradually. 
The number of beats at maximum fre- 
quency, expressed in time units (periods 
of ten seconds) is highly characteristic 
for the individual patient, may vary 
slightly within normal limits and can 
reach extremes under pathologic condi- 
tions. This is the “culmination phenome- 
non” of frequency, which offers an expres- 
sion of vestibular sensitivity. 

Not only the culmination but the be- 
havior of the frequency during the entire 
nystagmus reaction is important. By 
means of plotting the number of nystagmic 
movements of the eye in five-second units 
during the entire course of the reaction, 
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a “frequency pattern” can be obtained. 
This is another expression of vestibular 
sensitivity or a manifestation of abnor- 
mality. 

It is known and has been repeatedly 
proved that the slow phase of the nys- 
tagmus is the direct effect of the vestib- 
ular stimulatory state. The abruptly in- 
terfering fast component is the result of 
central, perhaps cortical or subcortical, 
compensation. The slow phase, therefore, 
was studied. Animal experimentation and 
clinical observations revealed that the 
speed of the eye, in the slow phase of nys- 
tagmus, is in proportion to the deflection 
of the cupula of the semicircular canal 
end organ. In other words, the slow com- 
ponent velocity reflects the sensitivity of 
the end organ. Studies comparing the eye 
speed of the slow component and the fre- 
quency of the vestibular poststimulatory 
nystagmus demonstrated such a great 
resemblance that, at least from a clinical 
point of view, the two phenomena may be 
considered identical. 

Considerable experience has been ac- 
cumulated in the past fifteen to twenty 
years with regard to the preponderance 
of nystagmus. Individual stimulations may 
bring about entirely normal reactions or 
responses. If, however, various stimuli are 
applied equally (in four consecutive tests) 
to each side, the reactions that occur when 
the eye is beating either to the right or to 
the left may have longer duration than 
the two other reactions with the nystag- 
mus beating in the opposite direction. 
Various clinical entities of the central 
nervous system have been identified as 
responsible for this phenomenon. It is not 
to be construed as full proof of the pres- 
ence of certain types of pathologic change 
in the brain, but it is often a sign of a 
lesion of the central nervous system, the 
existence of which, of course, should also 
be proved by other means. 

Recent studies have revealed not only 
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Stimulus Culmination and Frequency Pattern Duration Culmi- 
nation 
58[i4 4 23 3 1 48 sec. 23 
CL 29 sec. 
couprR | 34 4 -3[6 4]3 3 3 3 321 11 79 sec. 10 
COLDL | -6 8 11 9[11 11]11 10 10 101097147775-7444 | 120sec. 22 
DP Directional Preponderance ; CCL Counter Clockwise Rotation 
Culmination CL Clockwise Rotation 
R Right COLD R Cold Thermic Stimulation Right 


L Left 


that a preponderance may exist for the 
duration of the poststimulatory nystag- 
mus, but that culmination of the frequency 
may also appear, unequivocally increased 
in all instances when nystagmus, either 
to the right or to the left, is produced, 
regardless of the side stimulated. This 
preponderance of frequency may accom- 
pany a preponderance of duration of nys- 
tagmus to one side or the other. It has 
been observed repeatedly, however, that 
these two phenomena can be independent 
of each other. 

To measure and integrate the prepon- 
derance and culmination of the vestibular 
nystagmus, a simple method was devel- 
oped. In some respects it is a modification 
of the Hallpike technic of equidistant cold 
and hot irrigation. It combines right and 
left cold thermic stimulation followed by 
clockwise and counterclockwise rotation. 
The two pairs of tests are applied succes- 
sively and evenly to both ears. As a result, 
the four individual tests can be evaluated 
for frequency behavior if the number of 
nystagmus beats is counted in five-second 
time units, and, additionally, the right and 
left calorization can be integrated with the 
two rotations. The presence or absence 
of preponderance in the duration of nys- 
tagmus can readily be established. It is 


Chart 1.—Directional preponderance of duration (see text). 


COLD L Cold Thermic Stimulation Left 


preferable to apply the test evenly to both 
ears; therefore, an electronic rotating de- 
vice is of great advantage. 

With the technic, described a number 
of varieties have been found among my 
patients: 

1. Directional preponderance of dura- 
tion, with increased culmination ac- 
companying only those reactions 
with which the preponderance of 
duration was manifest (Chart 1). 

2. Directional preponderance to one 
side, with increased culmination only 
when one ear (right or left) was 
stimulated; i.e., sidewise preponder- 
ance of frequency (Chart 2). 

3. No directional preponderance, but 
increased culmination on one side 
(Chart 3). 

4. Directional preponderance without 
abnormality in culmination or fre- 
quency (Chart 4).* 

The independent character and varia- 
bility of the directional preponderance of 
duration on the one hand and the culmina- 
tion of frequency on the other clearly in- 
dicate a different origin of these two phe- 
nomena. 


*The illustrations are taken from an article “Some Obser- 
vations on Culmination and Directional Preponderance of the 
Poststimulatory Nystagmus,” submitted for publication to 
The Laryngoscope and reproduced here with the permission 
of the publishers. 
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The complicated coordination of the 
twelve external eye muscles is chiefly 
maintained and controlled by the fully in- 
tegrated cooperation of the six eye-muscle 
nuclei. These nuclei, the three pairs of 
ocular muscle nerves and the muscles 
themselves, form a neuromuscular func- 
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tional unit that acts with meticulous pre- 
cision. Vestibular stimulation will trigger 
this unit, with resultant nystagmus. The 
strength and the duration of the vestibu- 
lar stimulatory state will determine the 
duration and intensity of the activated 
ocular muscle reaction. If, however, some 


Stimulus 


Culmination and Frequency Pattern 


Culmination 
Value 


Duration 


6 15[11 16]11 6 2 32 sec. 27 
CL 5[910] 7 6 6 5 6 32 48 sec. 19 
COLDR | 6 7 6 7 9 10 10/12 1198756442 | 82sec. 23 
65 43 40 sec. 13 


Chart 2.—Directional preponderance to one side (see text). 


Stimulus 


Culmination and Frequency Pattern 


Culmination 
Value 


Duration 


[s_4]- 
CL [26 26]9 53222 


1285353455 


-421 31 sec. 8 
37 sec. 52 
--53542451 63 sec. 22 


Chart 3.—Heightened culmination on one side (see text). 
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TOROK: VESTIBULAR SENSITIVITY 


Stimulus | Culmination and Frequency Pattern Duration Culmination 
Value 
CCL 3[7 7]6 41 27 sec. 14 
CL 66 5(77]65311 47 sec. 14 
COLD R 26(8 8)876746553213111 91 sec. 16 
3 5[7 8]75344211 59 sec. 15 


pathologic condition interferes with the 
function of the ocular muscles, the normal 
course of the triggered nystagmus reac- 
tion may be altered. Directional prepon- 
derance could be the effect of interference 
directly upon the neuromuscular ocular 
unit. Results of the individual vestibular 
tests are all within normal limits. A cer- 
tain absence of inhibition concerning the 
ocular muscle system may result in 
longer duration on: one side or the other, 
independently of the triggering mecha- 
nism. It can be assumed, therefore, that 
directional preponderance of duration is 
the result of extravestibular pathologic 
change and is a secondary disturbance of 
the neuromuscular mechanism of the eye. 

The available clinical experience seems 
to confirm, indeed to prove, this hypothe- 
sis. It is known that a considerable per- 
centage of space-occupying lesions or 
other pathologic conditions of the hemi- 
sphere will exhibit a preponderance of 
duration toward the side on which the 
lesion is located. The vestibular function 
per se is not altered. There are no sub- 
jective vestibular symptoms, and the re- 
sults of individual test on the right and 


Chart 4.—Directional preponderance without abnormality (see text). 


left side are within normal limits. 

The culmination of frequency and ab- 
normalities thereof are governed by the 
slow component of the nystagmus, i.e., the 
trigger mechanism that activates the neu- 
romuscular ocular unit. A change of cul- 
mination originates within the vestibular 
apparatus and is an expression of in- 
creased or decreased sensitivity. An ab- 
normality within the peripheral or central 
vestibular apparatus may produce a 
change in the duration of the poststimula- 
tory nystagmus as well. An alteration in 
the intensity of the nystagmus, however, 
and therefore a change in the culmination 
and frequency pattern, may be regarded 
as an effect of abnormality within the 
vestibular pathways. 

A nystagmus-recording device facili- 
tates evaluation. Many of the invisible 
details can be discovered by this means. 
The counting of nystagmus frequency is 
accounted for automatically, without 
straining efforts to count, in short series, 
the number of eye beats. Minor prepon- 
derance of duration can also be better 
recognized. The record may be filed and 
compared or appraised later. 
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It is possible, however, unquestionably 
with less accuracy, to evaluate all the 
necessary data by well-planned testing and 
unaided observation. In case abnormal or 
pathologic conditions are present, differ- 
entiation can be made between the vestib- 
ular or extravestibular origin of the le- 
sion, and the individual sensitivity of the 
vestibular apparatus can be _ better 
estimated. 


RESUMEN 


Los trastornos del equilibrio, los episo- 
dios de desorientacién espacial y los tras- 
tornos graves de la audicién requieren una 
exploracién funcional inmediata del apa- 
rato vestibular. El] autor describe y valora 
los diversos métodos de exploracion, y hace 
una clasificacién de las pruebas funcionales 
necesarias y de sus resultados. 


ZUSAMMENFASSUNG 


Gleichgewichtsstérungen, Unbesta dig- 
keit raéumlicher Orientierung und plotz- 
liche oder heftige Stérungen des 
Gehororgans erfordern umgehende Unter- 
suchungen der Funktion des vestibularen 
Apparates. Der Verfasser beschreibt und 
bewertet die zur Verfiigung stehenden Ver- 
fahren und gibt eine Aufstellung der not- 
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wendigen Untersuchungen und ihrer Re- 
sultate. 


RESUME 


Les troubles de |’équilibre, l’instabilité 
de l’orientation dans l’espace ou les trou- 
bles auditifs graves, exigent un examen 
fonctionnel précoce de l’appareil vestibu- 
laire. L’auteur décrit et et évalue les mé- 
thodes habituelles, et indique, sous forme 
de tableaux, les tests auxquels il faut re- 
courir. 


RIASSUNTO 


I disturbi dell’equilibrio, la instabilita’ 
nell’orientamento spaziale e i gravi dis- 
turbi dell’audito richiedono un immediato 
esame funzionale dell’apparato vestibolare. 
L’autore ne descrive i metodi piu’ in uso 
e ne elenca i risultati. 


SUMARIO 


As pertubagées no equilibrio, instabili- 
dade na orientacéo espacial subita ou 
grave disturbio no orgao sensorial da 
audicéo exige pronto exame funcional do 
aparelho vestibular. O autor descreve e 
examina métodos correntes e tabula as 
provas necessarias e seus resultados. 


best promoted, not by rewards after the event, but by circumstances which keep 
the impulse alive and afford scope for the activities which it inspires. In the 
creation of such circumstances our present system is much at fault. 


—Russell 
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Proctologic Surgery 


The Closed Hemorrhoidectomy 


LYNN A. FERGUSON, B.S., M.D., F.A.C.S., F.I.C.S. 
GRAND RAPIDS, MICHIGAN 


to many variations in _ technic, 

depending upon the training and 
versatility of the operating surgeon and 
the problem at hand. I should like to 
describe a technic that has proven satis- 
factory in my hands and those of my 
group for forty years. 


In the early years of proctology, many 
“painless” procedures were recommended 
and perfected, mostly because they tended 
to keep the patient on the job, though 
with more or less inconvenience. They 
consisted mostly of nonsurgical methods, 
such as the use of sclerosing injections, 
electrical treatments, shrinking supposi- 
tories or packs, mild laxatives, ete. 
Occasionally an offending tab was snipped 
off. Scars resulted, together with cellu- 
litis and inflammatory areas, which pro- 
duced a great deal of discomfort and 
dissatisfaction with proctology in general. 
No one wanted to take the time or be 
inconvenienced long enough to undergo a 
good hemorrhoidectomy. There were some 
good hemorrhoidectomies, and by no 
Means must the nonsurgical methods be 
condemned. Each was useful in its place. 
It was because of this confused state of 
affairs that an internist of national repute, 
after seeing many contracted and distorted 
anal outlets, physiologically unfit, was in- 


HH] many variations lends itself 


From the Ferguson Droste Hospital, Grand Rapids. 

Read at the Twenty-Sixth Annual Congress of the North 
American Federation, International College of Surgeons, Chi- 
cago, May 14-18, 1961. 

Submitted for publication Aug. 31, 1961. 


The author describes a technic of 
closed hemorrhoidectomy which, in 
his experience, assures complete re- 
moval of the lesion and provides a 
skin-limed canal in keeping with the 
best principles of plastic surgery. 
The results in general are excellent. 


spired to write a paper on hemorrhoids, 
although he had never operated for them. 
These old methods have gradually faded 
and have been replaced by sound surgical 
procedures directed toward elimination of 
veins and better function. Inflammation 
has been controlled by a good system of 
wound irrigation. In my opinion, it is 
safe to say that in this present age, in 
general, hemorrhoids must be treated 
surgically. 

Criteria.—Certain criteria are neces- 
sary if good physiologic function is to 
be expected : 

1. The anal cana] must have a cutaneous 
lining. 

2. All submucosal and subtegumentary 
veins must be removed down to the mus- 
cle layer. 

3. The redundant fold of mucosa must 
be removed or obliterated. 


4. The skin must be pulled well into 
the anal canal and anchored when closed 
over the defect. 


i 
as 
655 
d 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


5. The aforementioned mucosal folds 
must be funneled upward gently and 
blended with the ampulla. 


6. Inflammatory pectin scars and con- 
tractions must be dealt with, and the 
whole new outlet must be smooth, elastic 
and flexible in keeping with the same 
cutaneous factors elsewhere on the body. 
Since this is a variable, it poses a prob- 
lem. Plastic procedures are to be observed, 
and must become a part of the proctol- 
ogist’s armamentarium. 

Appraisal.—_As in any surgical proce- 
dure of major importance, an accurate 
fact-finding history must be recorded and 
a painstaking physical examination car- 
ried out. In the cases of all female patients 
a Papanicolaou smear from the cervix is 
included in the pelvic examination. Rou- 
tine laboratory tests of blood and urine 
are performed. Hemorrhoidectomy must 
always be preceded by sigmoidoscopic 
examination and a colonic film, if one 
wishes to stay out of trouble and avoid 
the embarrassment incident to the later 
discovery of a proximal neoplasm. On 
occasion a thoracic film may be necessary, 
as may other procedures indicated by the 
history and physical signs. 
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The degree of protrusion and/or pro- 
lapse must be accurately determined. The 
matter of bleeding and/or thrombosis 
must be estimated. Secondary and accom- 
panying local conditions, such as ulcers, 
inflammatory contractures, hypertrophied 
papillae and papillomas, are estimated as 
to their part in the overall procedure. 
Above all, the skin must be drawn well 
into the anal orifice to conserve the 
cutaneous lining. 


Preparation for Surgical Intervention. 
—Since the colonic film is taken on the 
morning after admission, it becomes nec- 
essary to cleanse the bowel of its barium. 
The patient is given a liquid diet and, 
about sixteen hours prior to the opera- 
tion, 114 ounces of castor oil is admin- 
istered and cleansing enemas are given 
the evening before the operation is per- 
formed. The perianum is widely shaved, 
and the adjacent skin is scrubbed with 
Phisohex. The patient is placed on the 
operating table in a modified Sims posi- 
tion and appropriately draped. Surgical 
instruments of adequate proportions are 
placed in the usual] manner on a table at 
the patient’s foot. A well-trained scrub 
nurse is in attendance. It is her job to 
operate the suction equipment, keep the 
field clean and lend such minor assistance 
as is necessary. This type of assistant 
reaches a high degree of skill and becomes 
a most important adjunct to the surgeon’s 
work and problems. The operative field is 
well lighted, and a nursing assistant ex- 
poses the surgical area by retracting the 
buttocks. In my hands, local anesthesia 
or local anesthesia combined with intrave- 
nous sodium pentothal has proved most 
satisfactory. The patient has been given 
a barbiturate the night before, and an- 
other two hours before, the operation. If 
pentothal sodium and local anesthesia are 
to be used, the anesthetist proceeds with 
the pentothal. If, for any reason, pentothal 
is not considered satisfactory, as with 
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short, close-coupled men in whom respira- 
tory embarrassment may develop, I use 
a H.M.C. No. 1 intravenously immediately 
prior to operation. This, of course, is 
graded down or up depending upon the 
weight of the patient. The local anesthetic 
of choice consists of a solution of 0.5 per 
cent procaine hydrochloride, and 0.05 per 
cent nupercaine, equally mixed and skill- 
fully injected. Anesthesia is instantaneous 
and lasts approximately one and one-half 
hours. Eighty ce. of the solution is an 
average amount. Unfavorable reactions 
are exceedingly rare and, when they do 
occur, mild. Even though a rather large 
quantity of the anesthetic solution is nec- 
essary to anesthetize the area thoroughly, 
abscesses do not occur and perianal cellu- 
litis is a rarity. In my opinion, with proper 
skin preparation, the incidence of post- 
operative abscess and infection is almost 
nil. The tissues seem to have a local 
immunity generated by possible crypt dis- 
ease, thrombosis, etc., and respond to the 
healing impulse very well when these dis- 
cordant factors are eliminated. 


Operation.—With the patient in the 
modified Sims position, one is not bothered 
by the swelling and distortion of the tis- 
sues incident to the lithotomy position. 
Neither is one led astray by draining of 
the hemorrhoids as it occurs with the 
patient prone. The technic employed is 
radical but readily adapted to the com- 
plications encountered. A Ferguson-Hill 
retractor is introduced, and the right pos- 
terior unit is usually attacked first. The 
veins are carefully swept into place, and 
the skin is grasped with Allis forceps 
(either one or two) and pulled taut. A 
scalpel is used to cut the skin, directed 
from inside out in the form of a V inci- 
sion, with the apex pointing outward. 
After a little practice, the skin margins 
at this point are cut to fit and need not 
be trimmed later. The dissection is carried 
upward over the muscle by both blunt 
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and sharp dissection until an adequate 
pedicle is fashioned. At this point a Buie- 
Smith clamp is applied to the pedicle with 
the curved tip pointing into the ampulla 
or into the lumen, whichever seems most 
advantageous at the time. The hemorrhoid 
is then sheared with the scalpel, the field 
having been kept clean with a specially 
designed suction tube operated by the 
nurse assistant. Visualization is excellent. 
It now becomes necessary to suture the 
defect and bring the skin well inside. The 
suture is started a short distance above 
the dentate line and carried upward to a 
point just beyond the tip of the clamp. 
A deep lock stitch is placed at this point, 
which supplies a fairly well-fixed point 
to suture to. The stitch is then carried 
down in a similar manner around the 
clamp to its original starting point. This 
gives a crisscross effect that will tend to 
pull the tissues well into the anal orifice 
when the clamp is removed and the knot 
tied. The suture material is No. 000 
chromic catgut on a specially designed 
Atroloc needle. The needle is a triangular 
semicutting needle with a half-inch full 
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curve. The major portion of the blood sup- 
ply has now been ligated by securing the 
superior hemorrhoidal input by means of 
the aforedescribed suture. It now becomes 
necessary to remove all veins from the 
submucosal areas and from the skin and 
subtegumentary areas. The skin is picked 
up with a Ferris Smith skin hook and the 
veins with an Allis forcep, and the vessels 
are carefully dissected out with a spe- 
cially designed 5-inch (12.5 em.) scissors 
curved on the flat, with an almost sharp 
tip. Care is taken to remove all of the 
cutaneous elements, but the skin must be 
undercut each way so that it can be 
“floated” into position and approximated 
without tension. The wound is carefully 
washed as one proceeds to suture the skin 
down. As before, a whip stitch is used 
through the mucosa and finally through 
the skin at the dentate line. At this point 
the skin is pulled well into the anal orifice 
and a knot is tied. If one has not suc- 
ceeded in cutting the skin margins straight 
the first time, they can be trimmed at 
this point. Small bleeding vessels at the 
margin of the muscle have been clamped 
during the procedure, but only the per- 
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sistently bleeding ones are tied. I do not 
like to leave too much foreign material 
beneath the skin. The skin is now sutured 
all the way out to the tip of the V and 
is smooth and flexible. Care has been 
taken not to pick up underlying tissues 
unless it is necessary to include a bleeding 
vessel. The sutures are placed loosely, so 
that they approximate but do not strangu- 
late. The knot is tied, and the right poste- 
rior segment is complete. The surgeon 
may then pass to the left-sided hemor- 
rhoid or to the right anterior area, which- 
ever seems most to demand plastic cor- 
rection, and the procedure is repeated. 


Contractures and stenoses are uncom- 
mon, because the suturing is all done 
around the retractor. These conditions are 
caused by improper healing or the failure 
of a stitch, which in turn results from 
the trauma of a bowel movement induced 
too early. The patient is now ready to go 
to the recovery room. No postoperative 
dressings are required. Occasionally, how- 
ever, I use a petrolatum wick or, if I 
suspect that a hematoma may develop, a 
four-square piece of gauze wrapped with 
petrolatum gauze may be inserted as a 
splint and as a pressure pack, to be re- 
moved next morning. Strict attention to 
bleeding beneath the skin flaps is most 
important. If the vessels are clamped while 
the surgeon is occupied with something 
else, he will generally have a dry field. 


Postoperative Management.— The pa- 
tient is given a demand diet, high in 
protein. Morphine or demerol is used to 
control pain. The patient is catheterized 
when necessary, and bathroom privileges 
are permitted on the day of operation. 
Full ambulation is encouraged on the 
first postoperative day. Any one of the 
oily emulsions is used in doses of 1 tea- 
spoonful every morning for about five 
days. If the patient does not have a bowel 
movement by the third day, a hypertonic 
saline enema is used to accomplish the 
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desired result. Strict cleanliness is ad- 
hered to in the hospital. The patient goes 
to the irrigation room at least once daily, 
where he is put in the lithotomy position 
and carefully irrigated. As a rule the 
wound is dressed dry, but if there is the 
slightest sign of inflammation wet boric 
acid dressings are used for twenty min- 
utes two or three times daily. The irriga- 
tion nurse is charged with the duty of 
dressing the wound and becomes very 
proficient. If a stool is pending and ex- 
pected a little early, she gives the patient 
an enema. About the fifth day, digital 
examination is started with the little 
finger. This permits one to evaluate the 
condition of the anal outlet. No anesthetic 
is necessary. At this point in the con- 
valescence, it is preferable that a formed 
stool should come through the outlet 
rather than a soft watery one, since the 
formed stool will dilate and will not nec- 
essarily get into the suture line, whereas 
a watery stool invites contamination. 

The postoperative stay in the hospital 
varies from seven to ten days, depending 
somewhat on how fast the patient heals 
and where he lives. If he is in close 
proximity to the hospital, he may leave 
a little early, but if he comes from a 
distance he stays about ten days. Each 
patient, on discharge, is instructed to 
maintain a high protein acid ash diet 
and is advised not to use laxatives and 
not to drink milk. 

When an adult tries to introduce suck- 
ling’s food into his diet, he gets far too 
much lime water and produces hard soaps 
in his bowel. In other words, milk is a 
very bulky food and is not designed for 
adults. It should be reserved for sucklings 
before weaning. 

The patient is given a bland ointment 
containing boric acid, petrolatum and a 
generous proportion of lanolin. This is 
to be used in very small quantities on re- 
tiring, so that it will be present when the 
patient has a stool. One application will 
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Fig. 5. 


take care of the situation for a couple of 
days. The ointment should not be used 
after each stool, since it acts like a foreign 
body, tends to imprison discharges and 
sometimes promotes diarrhea. The pa- 
tient is informed of the roentgen data, the 
pathologist’s opinion of the tissues ex- 
cised, and any other facts that have been 
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revealed by the physical and laboratory 
studies. This tends to promote good morale 
and confidence. He is told to return ten 
days after his discharge from the hospital 
for a review of his case. This completed, 
he may be asked to come back in a month 
and/or be finally discharged. It is also 
my practice to invite patients to come in 
once a year for sigmoidoscopic examina- 
tion, since continuous observation is neces- 
sary if one is to protect his patients from 
carcinoma and phobias. 


COMMENT 


The type of hemorrhoidectomy de- 
scribed lends itself well to the elimination 
of associated ulcers, thromboses, hyper- 
trophied papillae and papillomas, as well 
as other associated pathologic conditions. 
Hemorrhoidal varices are removed com- 
pletely, and the anal canal is lined with 
true skin, which is elastic and adequate to 
its function. 

The degree of postoperative distress is 
minimal and hinges somewhat on tactful 
manipulation of tissues and the use of a 
minimal amount of suture material, plus 
the individual tendency toward the devel- 
opment of connective tissue change. Post- 
operative strictures may result from too 
thorough undercutting with too narrow 
skin bridges and from removal of exces- 
sive amounts of tissue from the hemor- 
rhoidal varices. The dissection must be 
geared to accuracy. Digital examination 
may be done every day in the cases of 
those who show a tendency toward con- 
traction and less often for those who do 
not. If the contraction is a little more 
than can be managed with the index 
finger, a suitable Brinkerhoff speculum is 
used occasionally, either just before dis- 
charge or on the first return visit. 

In general, only one hyperdermic injec- 
tion of morphine sulphate is necessary 
after the operation. From that time on 
the discomfort is pretty well controlled 
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with any of the APS mixtures. The need 
of catheterization is not very frequent but 
does occur in male patients with benign 
hypertrophy of the prostate. This is of 
no particular moment and is very well 
managed by the judicious use of Urocho- 
line. Long-lasting anesthetic agents were 
abandoned some years ago. 


SUMMARY 


The closed hemorrhoidectomy is de- 
scribed in detail. An appreciation of the 
problem at hand is considered and the 
necessity for a plastic procedure is em- 
phasized, since one of the body orifices 
is involved. How can a proctologist think 
otherwise? The covering of denuded areas 
is surgically correct and decidedly satis- 
factory. Postoperative itching is minimal, 
because skin is decidedly more desirable 
than a scar, even a soft, flexible one. At- 
tention to the anal canal and the ampulla 
is important to good physiologic function. 
The anesthesia is somewhat different from 
that usually described, but in my hands 
it is most satisfactory. The surgical tech- 
nic assures complete removal of the 
hemorrhoid and associated pathologic tis- 
sues in the area and provides a skin-lined 
canal that is in keeping with the best 
principles of plastic surgery and produc- 
tive of excellent results. 


RESUME 


L’hémorrhoidectomie fermée est décrite 
de fagon détaillée, et l’accent est mis sur 
une étude judicieuse du probléme ainsi que 
sur la nécessité d’une opération plastique. 
Comment un proctologiste peut-il étre d’un 
autre avis? Le recouvrement de surfaces 
crues est chirurgicalement correct et trés 
satisfaisant. Les démangeaisons post-opé- 
ratoires sont minimes; une greffe de peau 
est certainement préférable a une cicatrice, 
méme souple. I] importe de prendre les 
précautions nécessaires concernant le canal 
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anal et l’ampoule en vue d’une bonne fonc- 
tion physiologique. 

L’anesthésie décrite différe quelque peu 
de celle utilisée habituellement, elle s’est 
révélée des plus satisfaisante entre les 
mains de |]’auteur. La technique chirurgi- 
cale de l’auteur assure une ablation totale 
des hémorrhoides et du tissu pathologique 
avoisinant, et procure un canal anal net, 
recouvert de peau. 


RIASSUNTO 


Viene descritta in dettaglio la tecnica 
della emorroidectomia, con particolare ri- 
guardo ai problemi connessi e alla neces- 
sita’ di impiegare procedimenti plastici 
trattandosi di un orificio corporeo. I] proc- 
tologo deve necessariamente accettare 
queto principio. Ricoprire le zone denu- 
date e’ corretto dal punto di vista chirur- 
gico e soddisfacente nei risultati. I] do- 
lore post-operatorio e’ ridotto al minimo, 
la cute e’ decisamente preferibile anche alla 
piu’ soffice delle cicatrici. Bisogna porre 
attenzione al canale anale e all’ampolla per 
avere buoni risultati funzionali. 

La anestesia differisce in parte da quella 
abitualmente usata, ma Il’autore se ne di- 
mostra soddisfatto. La tecnica chirurgica 
consente di asportare completamente le 
emorroidi e tutti i tessuti patologici con- 
tigui, ricostruendo un canale anale con 
rivestimento cutaneo. 


RESUMEN 


Se describe detalladamente la hemor- 
roidectomia cerrada, haciendo hincapié en 
que debe de hacerse la indicacién sobre el 
papel, y de que es necesario algun procedi- 
miento plastico que restaure la anatomia 
de uno de los orificios corporales. Es pre- 
ciso recubrir de piel las zonas cruentas lo 
que da resultados satisfactorios, no pro- 
duce prurito, y deja afirmar que es mejor 
un injerto de piel que una cicatriz aunque 
ésta sea flexible. Para que la fisiologia 
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anorectal sea correcta hay que prestar 
atencién a la anatomia de la ampolla del 
recto y al canal anal. 

La anestesia difiere un poco de lo habi- 
tual, pero en manos del autor ha resultado 
muy satisfactoria.. La técnica quirtrgica 
expuesta asegura una extirpacién completa 
de las hemorroides y de los tejidos enfer- 
mos circundantes, y permite dejar un canal 
anal recubierto de piel. 


ZUSAM MENFASSUNG 


Die geschlossene Hamorrhoidenresek- 
tion wird in ihren Einzelheiten beschrie- 
ben. Es wird hervorgehoben, dass das im 
Einzelfalle vorliegende Problem und die 
Notwendigkeit eines plastischen Verfah- 
rens bei der Behandlung von Ké6rperédff- 
nungen anerkannt werden muss. Kann 
ein Proktologe andere Gedankengange 
haben? Die Deckung blossgelegter Teile 
des K6rpers ist chirurgisch richtig und 
bietet entschieden befriedigende Resul- 
tate. Jucken nach der Operation ist 
ausserst geringfiigig; Haut ist zweifellos 
wiinschenswerter als selbst eine weiche 
biegsame Narbe. Beachtung des After- 
kanals und der Ampulle ist zur Erreichung 
guter physiologischer Funktion von Wich- 
tigkeit. 

Die Anasthesie weicht etwas von der 
tiblichen Form ab, hat sich aber in den 
Handen des Verfassers als héchst zufrie- 
denstellend erwiesen. Die chirurgische 
Technik sichert voéllige Entfernung der 
Hamorrhoide und des beteiligten krank- 
haften Gewebes in der Umgebung und ver- 
sorgt den Kranken mit einem hautbeklei- 
deten Afterkanal. 


SUMARIO 


A hemonovidectomia fechada é descrita 
em detalhes, com enfase na apreciagao do 
problema 4 m4o e necessidade de um mé- 
todo plastico ao se lidar um dos orificios 


do corpo. Como poderdé pensar de outra 
maneira um prétologista? O recobrimento 
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de areas cruentas é cirurgicamente corréto 
e devidamente satisfatério. 

Prurido pés-operatorio é minimo; a péle 
é certamente mais desejavel do que uma 
cicatriz mesmo flexivel e mole. Muito im- 
portante para uma boda fungao fisiologica 
e a atencao ao canal anal e ampola. 
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A anestesia varia ligeiramente da usu- 
almente empregada, mas nas maos do 
Autor tem sido bastante satisfatoria. A 
técnica cirurgica assegura completa remo- 
cao das hemorroides e tecido patologico 
associado na area, provendo um canal anal 
forrado de péle. 


Latent or insensible life, such as that of the seeds of plants, or the animal 
enveloped in its egg, may last for a number of years, so long as they are able to 
germinate; here vitality is not worn out by relative life. Various species of the 
snail, the wheel-polybe, the tile-eel, and divers animalcules, have been kept apparently 
dead, and in the form of dried preparations, withered and hardened, for months 
and even years, but have afterwards been restored to life by the agency of 
warmth, moisture. and other stimulants. Snails have been thus reanimated after 
a lapse of fifteen years; and Bauer revived the Vibrio tritici, after an apparent 
death of five years and eight months, by merely soaking it in water. Adders have 
been found in hard winters not only completely frozen but absolutely brittle, yet 
have been restored to life when thawed. A shower of fragments of ice has fallen 
at Leicester, containing the horsehair eel, with the nuclei of a greater number. 
Colonel Wilks found eggs in the solid rocks of St. Helena susceptible of being 
hatched. The vitality in the seeds of plants is truly amazing; barley taken out of 
the bodies of mummies. Indian corn discovered in the tomb of a Peruvian Inca, 
and the bulb of an onion found in the hand of a mummy 3000 years old have 
been sown and have thriven luxuriantly. The most intense heat cannot destroy 
the vital property. The seeds of roasted apples, the kernels of baked prunes and 
boiled elder-berries have germinated. Sir John Herschel found that the Acacia 
Lophanta lived after having been steeped in boiling water for twelve hours, and 
Ludwig informs us that the seeds of a species of cedar only germinated after 
ebullition. Fresh-water shells have been found in the thermal waters of Gastein 
at a temperature of 117°, and Niebuhr found a conferva growing in water at 142°. 
Raspberry-seeds taken from the corpse of an ancient Briton, contemporaneous with 
the Druids, have produced fruit when recommitted to the earth. 


—Millingen (circa 1837) 
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Surgery of the Thyroid and Parathyroids 


Occult Sclerosing Carcinoma of the Thyroid 


JULIEN M. GOODMAN, M.D., F.A.C.S. 
CASTRO VALLEY, CALIFORNIA 


in the microscopic examination of 

tissue taken during a_ subtotal 
thyroidectomy is most distressing. The 
operating surgeon, when informed of this 
catastrophe, must contemplate immedi- 
ately the additional steps necessary for 
acceptable and adequate treatment and 
prepare to tell the patient. Fortunately 
such a dilemma does not confront the 
surgeon when diagnosis of the tissue re- 
veals occult sclerosing carcinoma of the 
thyroid. It is the purpose of this paper 
to renew interest in this disease by pre- 
senting a brief review of its character and 
two case reports. 

Occult sclerosing carcinoma of the thy- 
roid is grossly and microscopically identi- 
cal with benign adenoma, exept for micro- 
scopic invasion of adjacent fibrous tissue 
and surrounding vessels. This is charac- 
teristic of malignant growth, though 
Welch! does not consider it necessary to 
make a histopathologic diagnosis of a 
malignant tumor of the thyroid. The name 
“occult sclerosing carcinoma of the thy- 
roid” was suggested by Klinck and Win- 
ship? in their study of 32 tumors of the 
thyroid with the aforedescribed histologic 
pattern. Their observations agreed with 
those of Hazard,* who designated the le- 


Ui SUSPECTED carcinoma observed 


From the Department of Surgery, Eden Hospital, Castro 
Valley, California. 
Submitted for publication July 17, 1961. 


The resemblance of occult scleros- 
ing carcinoma of the thyroid in all 
respects but one, i.e., microscopic in- 
vasion of adjacent fibrous tissue and 
surrounding vessels, to benign ade- 
noma can be extremely confusing in 
diagnosis, since its malignancy can 
hardly be questioned. The author re- 
ports a case of this type of carcinoma 
in a Japanese nurse aged 28 and 
another in which the patient was a 
girl aged 19. Both cases, in his opin- 
ion, support the theory of Pemberton 
and Black that a malignant growth 
may have its origin in hyperplasia. 


sions as nonencapsulated sclerosing tu- 
mors. Because these tumors exist in normal 
thyroid tissue, have poorly differentiated 
epithelial cells without encapsulation and 
show invasion of the parenchyma and 
blood vessels, they are malignant and must 
be recognized as such. Klinck and Win- 
ship feared that the quiescent appearance 
of the epithelium and the abundant sur- 
rounding fibrosis might lull one into the 
conclusion that, since there were no metas- 
tases, they were not malignant tumors. 
The appellation “occult ‘sclerosing carci- 
noma” would therefore dispel this possi- 
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bility and clearly indicate the type of 
tumor. Other designations used to denote 
the pathologic features of this type of 
tumor of the thyroid are: adenocarcinoma 
not originating in an adenoma; incipient 
carcinoma arising in a hyperplastic thy- 
roid, and papillary carcinoma of the 
thyroid. 

The occurrence of occult sclerosing car- 
cinoma in thyroid tissue removed during 
an operation for exopthalmic goiter and 
discovered incidentally by the pathologist 
led Pemberton and Black‘ to consider the 
possibility of hyperplasia as the mode of 
origin. In Klinck’s series, however, only 
19 per cent of the patients were operated 
on for clinical hyperthyroidism, while in 
Hazard’s series 76 per cent of the patients 
with tumors displayed hyperthyroidism 
(see table). The minute size and low-grade 
malignancy of the growths makes differ- 
entiation from hyperplasia, in a scarred 
area, difficult and at times impossible.’ 
Such tumors must be considered very small 
low-grade papillary carcinomas until bet- 
ter evaluation can be attained by further 
studies. 

Acceptable treatment for these tumors 
of the thyroid, which are grossly and 
microscopically identical with benign 
adenomas except for the presence of mi- 
croscopic adjacent fibrous tissue or vas- 
cular invasion, is less radical than is that 
for other types of neoplastic thyroid dis- 
ease. Total thyroidectomy, advocated by 
Block® for carcinoma of the thyroid, is 
an unnecessarily extensive surgical pro- 
cedure for sclerosing carcinoma of the 
thyroid. On the basis of the work of 


TABLE 1.—Incidence of Hyperthyroidism in 
Patients with Occult Sclerosing Carcinoma 
of the Thyroid 


Age Span No. of 
(Years) Cases % 


19-57 32 19 
20-58 25 76 


Klinck and Winship 
Hazard, Crile, Dempsey 
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Graham,’ it was discovered that patients 
with this type of thyroid disease had a 
good prognosis when subtotal thyroidec- 
tomy was the only surgical treatment util- 
ized, and usually succumbed to other con- 
ditions. 

The discovery of this disease in a 19- 
year-old woman with hyperthyroidism 
initiated in our community hospital a re- 
view of its incidence in all patients under- 
going operations for thyrotoxicosic condi- 
tions during the past five years. Patients 
operated on for cervical metastases or 
thyroid nodules were excluded from this 
study. 

In this 265-bed community hospital 301 
thyroidectomies were performed between 
December 1954 and January 1960. Of 
these, 5.3 per cent were complete or total 
resections and 94.7 per cent were partial 
or subtotal resections. In 2 cases occult 
sclerosing carcinoma was discovered in 
the diffuse hyperplastic thyroid tissue re- 
moved during operation. 


REPORT OF CASES 


CASE 1.—R. N., a 28-year-old Japanese nurse 
who had been exposed to the atom bomb at 
Nagasaki, complained of nervousness, tachy- 
cardia, loss of weight, ravenous appetite and 
hyperhidrosis during the ten months prior to 
consultation. She was given propyl thiouracil 
two months before her admission to the hos- 
pital to reduce a protein-bound iodine level of 
12.4 Gm. Two weeks before she was admitted 
Lugol’s solution, 10 drops three times daily, 
had been administered, whereupon the symp- 
toms regressed enough to enable the patient 
to tolerate an operation. 

Physical examination of the head revealed 
a definite eyelid lag with moderate exophthal- 
mos. A diffusely enlarged goiter in the neck 
was evident, though it had decreased some- 
what in prominence since the Lugol’s solution 
had been administered. The heart and lungs 
were normal, and the pulse rate had decreased 
to 78 per minute; the blood pressure in mil- 
limeters of mercury was 122 systolic and 
70 diastolic. 

On the day after the patient’s admission, 
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A, photomicrograph (x 100) of tumor demonstrates papillary proliferation in dense fibrous tissue. 
B, photomicrograph (x 4380); outlined area shows cellular hyperchromatism and infiltration of fi- 
brous tissue by epithelial cells. 


a subtotal thyroidectomy for the diffuse 
hyperplastic goiter was performed. The 
operation was uneventful. Microscopically, 
the report on the tissue was as follows: 
Examination of sections cut through the 
largest of the masses of thyroid tissue re- 
vealed moderate-sized lobules. The follicles 
were of average size and were filled with 
well-stained colloid. Occasional small groups 
of lymphocytes were present in the inter- 
stitial tissues. The cells lining the follicles 
were small and flat or low and cuboidal. 
There were distorted groups of cells in the 
connective tissue stroma, and in some in- 
stances they formed spaces within which 
there were small papillary processes. Mitotic 
figures were rare among the cells of the 
tumor. Occasional acini showed slight pro- 
jections of the papillary type into the lu- 
mens, and there were also a few focal areas 
where the epithelium was columnar. 
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A nodule of pinkish-gray tissue that had 
been observed grossly was discovered on 
microscopic examination to have a papillary 
appearance and to be associated with a 
considerable amount of dense, collagenous 
connective tissue. This lesion was not en- 
capsulated, although pseudocapsules were 
present over the surface in some areas. Papil- 
lary processes were observed in several 
areas extending into the surrounding thyroid 
lobules. 

Diagnosis: The following two pathologic 
conditions were diagnosed: 

1. Well differentiated sclerosing papillary 
carcinoma (occult sclerosing carcinoma) in 
hyperplastic thyroid with involutional change. 

2. Diffuse hyperplasia of the thyroid with 
well-defined involutional changes. 

The patient was reoperated on eight days 
later, and the residual right lobe was re- 
sected. Pathologic examination of this lobe 
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remnant revealed only diffuse thyroid hyper- 
plasia with no residual tumor. This patient is 
well at the time of writing and has had no 
recurrence during the five years that have 
elapsed since the operation. 


CASE 2.—P. T., a 19-year-old white woman 
with the typical indications of hyperthyroid- 
ism was first seen after the symptoms had 
been present for eleven months. She had been 
treated with numerous thyroid blocking 
agents and iodine, with two intervals during 
which medication was discontinued. When 
first seen by her present physician the pro- 
tein-bound iodine level was 18.6 Gm., the 
L-triodothyronine uptake 28.8 per cent, the 
pulse rate 140 per minute and the basal meta- 
bolic rate 40. She was hospitalized, an ab- 
solute bedrest regimen was ordered, and she 
was treated with gradually increasing incre- 
ments of propyl thiouracil until she was re- 
ceiving 600 mg. daily. This reduced the pulse 
rate to 110 per minute. Iodine was given in 
addition to the aforementioned medication, 
and the pulse rate began to increase. There- 
fore, since it was feared that there would be 
another “iodine escape episode,” she was given 
heavy sedation, all visitors were prohibited 
and calcium gluconate and potassium chloride 
were given in addition to the previous pre- 
operative medication. Ten days later the pulse 
rate had been reduced to 90 per minute and 
it was observed that the ideal moment for 
thyroidectomy had arrived. A subtotal thy- 
roidectomy was performed without complica- 
tions and 74 Gm. of thyroid was removed. 


Microscopic Tissue Report: Cross sections 
were taken of the thyroid parenchyma, which 
exhibited prominent infolding of the acinar 
epithelium. The epithelium for the most part 
exhibited a columnar pattern with marked 
variation in the size of the acini. Many of 
the larger acini were lined with a flattened 
layer of epithelium. Focal lymphocyte infil- 
trates and the formation of lymphoid fol- 
licles were observed. The sections, examined 
through the poorly circumscribed yellowish 
area on the posterior aspect, revealed a focus 
of proliferating papillary epithelium with 
central production of dense fibrous tissues. 
The papillary epithelial proliferations showed 
foci of calcification. The epithelium over the 
follicles was columnar and quite uniform, with 
regular nuclear structures varying in shape 
from round to oval. Many of the nuclei ex- 
hibited marked hyperchromatism with a 
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coarsely granular chromatin pattern (see il- 
lustration). 

Diagnosis: The following pathologic condi- 
tions were diagnosed: 

1. Nonencapsulated sclerosing papillary 
carcinoma (occult sclerosing carcinoma) in a 
hyperplastic thyroid with regressive changes. 

2. Diffuse hyperplastic thyroid with re- 
gressive changes. 

The patient has been followed for one year 
and is well at the time of writing. She is free 
of untoward symptoms indicating recurrence 
of the hyperthyroidism or the neoplasm. 


SUMMARY 


Occult sclerosing carcinoma of the thy- 
roid is discussed briefly, and its occurrence 
as an unsuspected coincidental discovery 
in thyroid tissue removed for other rea- 
sons is described. 

Two case reports are presented, describ- 
ing the occurrence of the condition in pa- 
tients with long-standing symptoms of 
hyperthyroidism. Both patients were 
women, one of whom had been exposed 
to some radiation prior to the onset of 
her symptoms, and one of whom had been 
treated repeatedly and _ unsuccessfully 
with antithyroid drugs and iodine. Both 
cases lend support to the postulate of 
Pemberton and Black that hyperplasia 
may be responsible for the origin of the 
malignant growth. 


RIASSUNTO 


Viene discussa brevemente la natura del 
carcinoma sclerosante occulto della tiroide, 
che spesso viene scoperto occasionalmente 
nel tessuto tiroideo asportato per altre ra- 
gioni. 

Vengono riferiti due casi, in cui esiste- 
vano da lungo tempo i segni dell’ipertiroi- 
dismo. Si trattava di due donne, una delle 
quali era stata sottoposta ad alcune radia- 
zioni prima dell’inizio dei disturbi, e l’altra 
era stata trattata ripetutamente e senza 
successo con iodio e altri antitiroidei. 


Entrambi i casi stanno in appoggio alla 
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tesi di Pemberton e Black che l’iperplasia 
deila tiroide puo’ essere responsabile dell’- 
insorgenza dei tumori maligni. 


RESUMEN 


Se discute brevemente en este trabajo 
el carcinoma escleroso oculto del tiroides 
y la frecuencia con que se decubre este 
tipo de lesidn en el seno del tejido de tiroi- 
des extirpados por otras causas. 


Se da cuenta de dos casos que afectaban 
a enfermos con una larga historia de hi- 
pertiroidismo. Se tratabe de dos mujeres, 
una de las cuales habia sido tratada con 
radioterapia y la otra repetida e infruc- 
tuosamente con drogas antitiroideas y 
yodo. 

Estos dos casos contribuyen a apoyar 
la hipo6tesis de Pemberton y Black de que 
la hiperplasia puede ser responsable del 
origen de la degeneracién maligna. 


RESUME 


Le carcinome occulte sclérosant de la 
thyroide est briévement discuté, avec de- 
scription de son apparition en tant que 
trouvaille fortuite, non suspectée, dans le 
tissu thyroidien extirpé pour d’autres 
causes. 

Deux cas sont présentés, décrivant l’ap- 
parition de cette affection chez des ma- 
lades présentant des symptémes anciens 
d’hyperthyroidisme. I] s’agit de deux 
femmes: |’un avait subi un traitement ir- 
radiant avant le début des symptomes, 
Yautre avait été traitée a diverses reprises 
et sans succés, au moyen de produits anti- 
thyroidiens et d’iode. 

Les deux cas appuient la thése de Pem- 
berton et Black, selon laquelle l’hyperpla- 
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sie peut étre a l’origine de la tumeur ma- 


ligne. 
ZUSAM MENFASSUNG 


Das okkulte sklerosierende Karzinom 
der Schilddriise wird kurz erértert, und 
sein Vorkommen als unerwarteter Zufalls- 
befund im Schilddriisengewebe, das aus 
anderen Griinden reseziert worden war, 
wird beschrieben. 

Der Verfasser berichtet iiber zwei 
Falle, in denen ein solcher Befund bei 
Kranken mit lange bestehenden Sympto- 
men von Uberfunktion der Schilddriise er- 
hoben wurde. In beiden Fallen handelte es 
sich um Frauen. Die eine hatte vor Ein- 
setzen ihrer Symptome Bestrahlungen er- 
halten, die andere war wiederholt ohne 
Erfolg mit Arzneimitteln zur Herabset- 
zung der Schilddriisenfunktion und mit 
Jod behandelt worden. 

Beide Fialle stiitzen die Theorie von 
Pemberton und Black, dass Hyperplasie 
fiir die Entstehung einer bésartigen Ge- 
schwulst verantwortlich sein kann. 
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Editorials 


The Physiologic Experiments 
of Dr. William Beaumont 


ALFRED H. WHITTAKER, M.D., F.A.C.S., F.LC.S., D.A.B. 
DETROIT, MICHIGAN 


an extraordinary combination of time, 

place and circumstances could possibly 
have produced the strange chain of events 
to be narrated here—events that were to 
bring honors and enduring fame to a 
young surgeon in the United States Army, 
immortality (of a kind) to an inconspicu- 
ous French-Canadian voyageur, and, to the 
world of medical science, a new under- 
standing of human digestive processess. 

It seems almost incredible that physio- 
logic discoveries of such importance 
should have been made so long before the 
advent of what we know as modern medi- 
cine, and at a remote wilderness outpost 
that lacked all but the most elementary 
hospital and laboratory facilities. 

Fate, however, planned cunningly in 
staging this drama. The scene was 
Mackinac Island, a military strong point 
on the northern frontier of what was then 
Michigan Territory. There, in 1822, a tiny 
village nestled almost under the guns of 
the stockaded fort overlooking the Straits 
of Mackinac, the only passage linking 
Lake Huron with Lake Michigan to the 
west. The island was then strategically 
situated for defense, and by virtue of this 
protection had also become the center of a 


*Read at the dedication of the Max Thorek Memorial 
Room, International Surgeons’ Hall of Fame, Museum of 
Surgical Science, at the Twenty-Sixth Annual Congress of 
the North American Federation, International College of 
Surgeons, Chicago, May 14-18, 1961. 


Jans 6, 1822, A Day of Destiny.—Only 
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network of trading posts spreading over a 
huge area of the middle west. 

Through the long northern winters, fur 
trappers of that region scattered far and 
wide to gather precious pelts. When warm 
weather opened the icebound waterways, 
they paddled out to civilization to market 
their catch. Every spring and summer the 
waves of this commerce washed the shores 
of Mackinac Island. The little community 
then came out of hibernation and burst 
into activity; the tents and wigwams of 
voyageurs and Indians crowded _ the 
beaches. 

According to all accounts, the morning 
of June 6, 1822, was warm and bright at 
Mackinac, and trappers swarmed through 
the town, eager to dicker for needed sup- 
plies and invest any surplus credit in such 
pleasures as the island offered. They were 
a boisterous, good-natured crew, these 
men of the woods and streams, ready to 
banter, bargain or battle as the occasion 
required. 

On such a fine day, business was espe- 
cially brisk at the headquarters store of 
the American Fur Company, which stood 
at the foot of the long hill that climbed 
steeply to the fort and barracks above. 
Noisy groups milled about in the little 
stone building, exchanging trade talk and 
gossip or discussing their business with 
the clerks. 
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Without warning, in the midst of this 
scene, the roar of a heavy gun echoed 
through the room. There was a split sec- 
ond of silence, then the clamor of many 
voices. A wisp of acrid smoke hung in the 
air above the inert body of a young voy- 
ageur named Alexis St. Martin, who was 
in the service of the American Fur Com- 
pany. He had received the entire charge 
of a musket in the chest and the upper 
part of the abdomen at point-blank range. 
In the words of Gurdon S. Hubbard, a 
youth who was helping in the store at the 
time and who was later to become one of 
the founders of Chicago: “The muzzle was 
not over three feet from him—lI think not 
more than two. The wadding entered, as 
well as pieces of clothing; his shirt took 
fire; he fell, as we supposed, dead.” 


Although the circumstances of the 
shooting and the nature of the wound are 
thoroughly authenticated, it is not known 
who fired the shot. 


Action, in the minutes following the 
accident, was imperative. The rugged 
young St. Martin, even if given immediate 
and expert first aid treatment, had only a 
slim chance of withstanding the initial 
shock of the injuries. Without immediate 
treatment death was certain in a few 
hours at best. If shock were successfully 
countered, extensive operations would be 
required to prevent further complications, 
and to effect a compete recovery would 
call for months of skilled and patient med- 
ical care. 


Facilities to meet these exacting re- 
quirements were decidedly uncommon in 
backwoods America at the time. Yet on 
tiny Mackinac Island, thanks to circum- 
stances that probably did not exist any- 
where else in the great northern wilder- 
ness, the needed help was only minutes 
away. Military expediency had located the 
fort on a lofty crest at the southeastern 
tip of the Island, and chance had placed 
the fur company store at tho base of the 
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The editorial pages of the Journal 
of the International College of Sur- 
geons will continue to be honored by 
presentations of rare and extraordi- 
nary historic value, the lectures pre- 
sented at the International Surgeons’ 
Hall of Fame on medical and surgi- 
cal history and outstanding presen- 
tations at our Congresses. We be- 
lieve that Journal readers who were 
not able to attend will find them as 
exciting as did the audiences present 
at their delivery. The story of prog- 
ress in the healing arts and the 
giants of medicine and surgery to 
whom we owe the amazing bril- 
liance and scope of modern achieve- 
ments is intrinsically thrilling and is 
a vital part of the education of every 
cultivated man and woman, inside 
or outside the profession. It is al- 
together fitting that it should appear 
in these pages, since the Interna- 
tional College of Surgeons is first, 
last and always a teaching institu- 
tion. 


incline. From its door a path led directly 
up to the stockade above. There the army 
had built a reasonably well-equipped hos- 
pital; there, too, routine orders had sta- 
tioned a surgeon unusually competent to 
handle such an emergency and able and 
willing to respond at once to a call. 


From the crowd inside the store a mes- 
senger was hurriedly dispatched to the 
fort, and willing hands lifted Alexis to a 
cot. Men started to remove some of his. 
clothing and roughly did their best to 
staunch the flow of blood. Within “fifteen 
or twenty minutes after the accident” (by 
his own estimate), Beaumont, wearing 
the uniform of a United States Army sur- 
geon, shouldered his way into the room 
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Beaumont memorial on Mackinac Island, Michigan. Building was original.y the 


American Fur Company store in which St. Martin was shot on June 6, 1822. 


and knelt beside his patient. An experi- 
enced eye told him at once that this was 
more than an ordinary penetrating gun- 
shot wound—it was rather, as he himself 
described it, “altogether an appalling and 
hopeless case.” 

It was immediately apparent that the 
full load of powder and duck shot had 
entered the young man’s body just below 
his left breast, “in an oblique direction, 
forward and inward. Closer examination 
revealed the devastating effects of such a 
charge fired from no more than an arm’s 
length away.” Dr. Beaumont, again in his 
own words, “found bits of membrane and 
muscle, to the size of a man’s hand, blown 
off; half of the sixth rib carried away; 
the fifth rib fractured; the diaphragm and 
left lobe of the lung lacerated; the stom- 
ach perforated.” 

In his Experiments and Observations, 
devoted to the St. Martin case, he wrote: 
“The whole mass of materials forced from 
the musket, together with fragments of 
clothing and pieces of fractured ribs, were 


driven into the muscles and cavity of the 
chest.”” He went on to describe “‘a portion 
of the lung, as large as a turkey’s egg, 
protruding through the external wound, 
lacerated and burnt; and immediately be- 
low this, another protrusion (nearly as 
large as the first), which on further ex- 
amination proved to be a portion of the 
stomach, lacerated through all its coats, 
and pouring out the food he had taken for 
his breakfast, through an orifice large 
enough to admit the forefinger.” 


At the time of the accident Dr. Beau- 
mont was only 36 years old and had been 
on duty at Mackinac for approximately 
two years. Despite his youth he had served 
with distinction through the War of 1812 
and had an exceptional background of per- 
sonal experience in treating every type of 
wound resulting from military action. He 
recognized the gravity of this unusual 
case and, swiftly but surely, set about 
doing what could be done in accordance 
with the surgical procedures of his time. 
After cleansing the extraneous matter 
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from the wound, he replaced the stomach 
and lung as far as was practicable and 
carefully dressed the wound. 

So critical was St. Martin’s condition 
that further surgical exploration or treat- 
ment at this juncture was out of the ques- 
tion, nor could the patient safely be moved 
to more comfortable surroundings. Beau- 
mont left the store with this laconic com- 
ment: “The man can’t live thirty-six 
hours. I will come to see him by and by.” 

This discouraging verdict proved to be 
Beaumon’t one mistake, for, as we shall 
see, Alexis not only recovered but out- 
lived by many years the surgeon who 
attended him. 

According to Gurdon Hubbard’s chron- 
icle of that memorable day, Dr. Beaumont 
again visited Alexis two or three hours 
after the first call, “expressing surprise at 
finding him better than he anticipated.” 
The next day the doctor brought instru- 
ments, with which he removed more shot 
and bits of clothing and cut off the ragged 
ends of the wound. Recalling that crucial 
period, Hubbard commented on Beau- 
mont’s deep interest in the case, on his 
frequent visits, and on “the statement he 
made in my presence that he thought he 
could save St. Martin.” 

Thus “ the man and the opportunity 
had met,” as the eminent Canadian physi- 
cian, Sir William Osler, wrote in his 
spended introduction to a later reprint of 
Beaumont’s Experiments and Observa- 
tions. 

Mere survival of this patient, however, 
was not enough to make possible the se- 
quel to those stirring events of long ago 
at an isolated frontier post. Many months 
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of medical care and years of observation 
and experimentation in a little-known field 
lay ahead if the patient was to make a 
complete recovery, and without that sequel 
the wounding of Alexis St. Martin would 
probably have passed, an unrecorded in- 
cident, into oblivion. 

Dr. Beaumont had served his preceptor- 
ship under Dr. Benjamin Chandler of St. 
Albans, Vermont, who had constantly 
stressed the importance of careful obser- 
vation and the accurate recording of the 
data so obtained. Soon after receiving his 
diploma he had entered the United States 
Army and subsequently served in the War 
of 1812. He had seen active service in the 
Great Lakes region and had kept careful 
detailed notes of his cases. 

Thus the combination of his wide ex- 
perience in tramatic surgery and his fine 
habit of careful observation served to pre- 
pare Dr. Beaumont not only to provide 
excellent surgical treatment for Alexis St. 
Martin but to recognize his unusual oppor- 
tunity to study the physiologic activity of 
the gastrointestinal tract provided by the 
permanent opening that had been left in 
St. Martin’s stomach. 

The results and observations of the ex- 
periments performed were duly for- 
warded to Dr. Joseph Lovell, Surgeon 
General of the United States Army, and 
were first published in the Medical Record 
in January 1826. In 1833, when Experi- 
ments and Observations on the Gastric 
Juice and the Physiology of Digestion was 
published, one of America’s greatest con- 
tributions to medical science became a 
chapter in recorded history. 
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E FIND ourselves today in a pe- 
riod that has witnessed lightning 
progress in the field of surgery. 
As always, when one branch of medicine is 
able to show spectacular advances, we 
tend to forget only too readily that new 
bricks can be laid only upon old founda- 
tions. The lack of a sense of history, an 
obvious shortcoming of the times in which 
we live, leads many a surgeon to overesti- 
mate the contemporary achievements. 
Most of the surgical procedures of which 
we are so proud today are founded on old 
conceptions and were successfully carried 
out long ago; for example, total gastrec- 
tomy was performed by Schlatter at the 
Kroenlein Clinic in Ziirich sixty-five years 
ago, the first esophageal resection with 
transpleural displacement of the stomach 
by the Japanese surgeon, Ohsawa, twenty- 
eight years ago, the first duodenopancre- 
atectomy by Kausch of Germany fifty-one 
years ago, the first digital valvulotomy by 
Souttar more than thirty-five years ago, 
the first portacaval anastomosis by Rosen- 
stein in Berlin forty-nine years ago, and 
the first total pneumonectomy thirty-five 
years ago. 
Anastomosis of blood vessels and ar- 
terial transplantation may seem, judging 
by the numerous papers now appearing on 
the subject, to belong to the latest con- 
quests of modern surgery. At any rate, as 
the late Leriche remarked, they are at the 
moment “surgery’s leading stars.” Yet 
long since (fifty-five years ago) they were 
no less topical than now, and Leriche’s 
statement, made in 1950, might equally 
well have been written half a century 
earlier, for in 1907 appeared the work of 
Alexis Carrel, End-Results of Transplanta- 
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tion of Blood Vessels, and three years later 
one by Bode and Fabian: On the Trans- 
plantation of Preserved Blood Vessels. 

If operations of this nature are now con- 
siderably less dangerous to perform than 
they were thirty-five years ago, this has 
little to do with advances in operative 
technic. The achievements lie not so much 
with the surgeons but with those who dis- 
covered the blood groups, with the anes- 
thetists, with the pioneers in antibiotic 
research, with the biochemists who gave 
us priceless knowledge of the changes in 
protein, water and salt metabolism and 
taught us the means of normalization. 

Not infrequently, however, progress 
was hampered by men of our own ranks, 
even the most prominent ones. 

On two occasions, for example, Billroth 
expressed his views on the subject of 
traumatic surgery of the heart in such a 
way as to call the whole conception of 
medical ethics into question. The first 
occasion happened during a discussion of 
the relief of pericardial pressure by sur- 
gical intervention. He said: “Opening of 
the pericardium is an operation which 
many surgeons look upon as a prostitu- 
tion of the surgical art,” and he added the 
sarcastic’ comment: “Those that busy 
themselves only with internal medicine are 
those that plan the most daring opera- 
tions.” A few years later, at a time when 
experimental heart surgery had already 
made promising beginnings, Billroth made 
his oft-cited observation that a surgeon 
undertaking the suture of a wound of the 
heart deserved to lose the respect of his 
colleagues. 

Steven Page, writing his “Surgery of 
the Chest” only one year before Rehn’s 
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successful suture of a heart, stated that 
“no new method and no new discovery can 
prove capable of overcoming the natural 
obstacles offered by a heart wound.” 

When young Gluck addressed the forum 
of the German Society of Surgeons on his 
later celebrated experiments in free bone 
transplantation, the eminent surgeon 
Thiersch, acting as Chairman, made the 
caustic comment: “The difference be- 
tween Herr Gluck and ourselves is that 
we remove dead bones, while he puts 
them in.” 

In 1901, Baron von Kuester, one of the 
pioneers of urologic surgery, concluded an 
address dealing with the state of this spe- 
cial branch with the remark that the main 
work had now been done, and that only a 
measly inheritance remained for posterity 
to master. 

When Rydygier performed the first suc- 
cessful gastrectomy for peptic ulcer—one 
year before Billroth’s operation, inciden- 
tally—another leading surgeon of that 
time, reviewing this epochmaking event, 
concluded with the words: “This was the 
first gastrectomy for peptic ulcer and, I 
hope, the last.” 

Lack of acquaintance with the history 
of surgery probably also lies behind the 
exaggerated estimation of some of our 
own contemporaries ; occasionally this pro- 
duces expressions of most diverting— 
though unconscious—humor. I remember 
an address in which a consulting surgeon 
was referred to as “the Ambroise Paré of 
the last world war,” an amusing example 
of the inability to keep a sense of his- 
torical perspective. For this surgeon was 
not—say—the discoverer of the sulfona- 
mides or of penicillin. 

When for the first time an operation is 
successfully performed that opens new 
avenues in surgery, we tend to focus too 
much attention on the surgeon. Those who 
have had the privilege of making such a 
contribution to surgical advance know the 
struggle of conscience that goes on be- 
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tween mastery of the technical problem 
and responsibility toward the patient. The 
unconscious courage of the patient is a 
factor that cannot be too highly praised 
in such cases. A famous anesthesiologist 
once maintained that such operations 
would be better christened with the name 
of the patient than with that of the opera- 
ting surgeon. This remark is more than 
a satirical illustration of a situation in 
which vanity and conceit indulge in veri- 
table orgies of self-assertion. 

Incidentally, the daily press—ever hun- 
gry for sensations—becomes the all too 
willing partner of the surgeon seeking 
publicity. Ever since surgery was born, 
it has captured the imagination of laymen 
more than any other branch of medicine. 
The press—well aware of its box office 
value—has contributed its fair share to- 
ward adulation or condemnation, as the 
case may be. Abuse is attempted only in 
a minority of cases and is usually mis- 
directed; yet—if we are to be honest— 
they reflect upon only a fraction of the 
shortcomings and failures under which 
every conscientious and mature surgeon 
has to suffer all his life. 

The adulation, however, is quite another 
thing. The average human resistance to 
such lavish praise is not great and where 
healthy self-criticism is lacking as an an- 
tidote, the victim succumbs. We then are 
faced with the pompous type of surgeon— 
a type which, depending on individual 
temperament, may cover many shades, 
from the noisy and dictatorial to the smil- 
ing, self-satisfied pattern. As usual such 
vanity is quite unjustified. Most of our 
success is based on known and tested 
methods, evolved and tried by others be- 
forehand in the process of long and pain- 
staking preparation. The burden of dis- 
appointment was shouldered by our 
predecessors and others. In such cases, in- 
tellectual dishonesty inevitably becomes 
part of the inheritor’s make-up. Failures 
are explained away and tyranny of opinion 
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sets in, which, as it exists in the microcosm 
of our profession, is essentially no different 
from that political conformity against 
which the free world has had to defend 
itself from time immemorial. We might 
readily pass over such examples of self- 
sufficiency were it not for the danger 
inherent in the thirst for power and in- 
fluence that almost invariably accompa- 
nies them. 

Positions of confidence in our profes- 
sional organizations favor such manifesta- 
tions of autocracy. Those positions are 
all too often exploited by instincts of 
rivalry and envy. The saddest part of it 
all is the fact that accusations of unethical 
conduct should serve as pretexts. This 
abuse of position and influence under- 
mines respect for the commandments of 
an ethical code. Amid the dozens of reg- 
ulations covering ethical conduct it is 
often overlooked that only three forms of 
misconduct actually amount to moral and 
professional disqualification of a surgeon: 
fee splitting, unnecessary operations and 
failure to give proper care and attention 
to the patient. 

The last two misdeeds are obvious 
enough to render any further interpreta- 
tion superfluous. Fee-splitting, however, 
is all too often regarded from the purely 
commercial angle. But it is more, far 
more than the degrading acceptance or 
giving of tips. It is a criminal irrespon- 
sibility to play with the life and health of 
a patient who, after all, places in his sur- 
geon a trust that would be hard to match 
in the whole history of human relations. 
Every hospital would do well to enforce 
radical measures to subdue this evil in 
the interest of professional ethics, but 
such measures are seldom resorted to. In 
fact, the great medical associations, so 
ready to indulge in theoretical condemna- 
tion, exhibit extraordinary tolerance to- 
ward this misdemeanor “intra muros.” It 
would be better to remedy this situation 
first before agreeing to such exaggerated 
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conceptions of ethical conduct as, for 
example, the proposal made recently that 
inaccurate tax returns made by a doctor 
be described as unethical conduct. 

The obligation of ethical behavior to- 
ward the patient includes, of course, also 
the technical skill with which an operation 
is performed. Today’s articles and ad- 
dresses dealing with the development, 
standing and practice of surgery seem to 
indicate that the operative technic itself 
is of purely secondary importance as com- 
pared with diagnosis and with preopera- 
tive and postoperative treatment. 

Moreover, the emphasis placed on the 
importance of teamwork might lead to 
ignoring the fact that one phase in the 
complex work of surgery exists in which 
all essential factors depend on the surgeon 
alone, and that is the operative interven- 
tion itself. On the surgeon’s technical 
skill, his experience and his conscientious- 
ness depend the safety and outcome of the 
operation. It may be worth while to ex- 
amine these three factors for a moment. 

The sad spectacle of clumsy technics, 
maltreatment of tissues, lack of self-con- 
trol and the resultant aimlessness all too 
often dismays the visitor to operative 
theaters. All this stands in shrieking con- 
trast to what can rightfully be expected 
from an accomplished or approved sur- 
geon. 

Let us discuss this question of manual 
dexterity. It is a serious mistake to ad- 
mit young physicians for specialized train- 
ing in surgery without examination and 
without proof of their manual dexterity 
for this vocation. Nobody charged with 
similar responsibility would make this 
mistake in selecting candidates for, let us 
say, garage mechanics, watchmakers or 
carpenters. Yet, as matters stand at pres- 
ent, the statement that one wants to be- 
come a surgeon is enough to admit the 
candidate to a training for which manual 
dexterity ought to be made an indispens- 
able prerequisite. The considerable num- 
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ber of maladroit surgeons is a standing 
condemnation of the present system when 
it comes to selecting those suitable for 
training in surgery. 

With the ever-increasing knowledge 
demanded of the surgeon today it seems 
axiomatic that experience can be gained 
only after years and years, I should say 
decades, of methodical training. In Europe, 
seventy-five years have elapsed since the 
time when the general practitioner could 
be a surgeon at one and the same time, 
provided he had a passing acquaintance 
with problems of operative technic. And 
one cannot help asking oneself: How is it 
that in the United States, with its high 
surgical standards, this questionable com- 
bination continues to be so active? The 
reasons would seem to be partly of psy- 
chologic origin, and partly based on a mis- 
taken conception of liberality on the part 
of the health authorities; psychologic be- 
cause the present-day resident system, 
with its methodical training, has been in 
force only some twenty-five years. This 
means that some of the most eminent cri- 
tics of the surgeon-cum-general practi- 
tioner have themselves had no really sys- 
tematic training. On this score, then, 
their authority is more in the realm of 
wishful thinking than of fact, and it would 
be a great service, both to the issues at 
stake and to their own reputations, if 
these false priests would practice a little 
more silence. 

Finally, I should like to mention one 
activity of professional societies which, 
through its exaggeration, gives rise to in- 
creasing anxiety. I am thinking of the 
management and “staging” of our con- 
gresses. Nowadays we are presented with 
such an “embarras de richesse”’ (too much 
of the good things) as threatens to des- 
troy the original intention of such meet- 
ings. The excessive attention paid to 
framework and the ever-increasing num- 
ber of the meetings themselves assume, it 
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seems, alarming proportions. We _ too 
often meet the perpetual-motion surgeon 
type visiting and addressing one congress 
after another, reading one and the same 
paper with slight variations, and armed 
with a generous laissez-passer by the tax 
collector. Long lists of social events are 
presented to us at the registration desk; 
exhausting dinners threaten our last 
strength, and finally, the outcome of this 
congressional extroversion, the ridiculous 
reports of each day’s proceedings, plas- 
tered with photographs that appear in the 
daily press. 

The greatest achievements of the human 
mind have come not dressed in gaudy ap- 
parel under the glaring lights of publicity. 
They have come slowly, unostentatiously 
—hbarefooted, as it were, and covered with 
the dust of a long journey. Judged from 
the point of view of progress, the unseen 
scientist, working silently in his own mod- 
est methodical way, is a greater asset to 
us—even though he is shorn of dialectic 
brilliance—than is the routine speech- 
maker who is capable of putting across, 
with conviction, all sorts of platitudes 
dressed in a variety of rhetorical varia- 
tions. We should refrain from letting our 
association degenerate into a club of 
mutual admiration as it happens so fre- 
quently. 

May I finally say a few words with re- 
gard to the purpose of the International 
College of Surgeons. We are primarily 
interested in furthering the standard of 
the average surgeon—the unknown soldier 
of surgery who still is the most important 
person in the practice of surgery the world 
over. This educational purpose is a tre- 
mendous challenge worthy of the attention 
of all of us. 

Knowledge of the history of our spe- 
ciality should restrain us from paying too 
much attention to the question whether the 
so-called leading surgeons are fellows of 
our association or not. There are very 
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few surgeons who will be recognized by 
posterity as having been really lead- 
ing men. 

It may be that what I have said will 
provoke some contradictory comment here 
and there. My words will, perhaps, be ations frequently characterized neither by 
likened to those spoken by a voice from an 
ivory tower. In fact, it has been my un- it is just here I find, on looking back, that 
paralleled good fortune to have received 
the long years of my surgical training in 
the clean and stimulating atmosphere 
which permeated the clinic of my revered 


great gift I am most deeply grateful. 


Utrillo started painting at the age of sixteen at the behest of his mother who, under 
the advice of a physician, wished to interest him in art as an alternative to another 
more dangerous pastime. For at an age when most boys are barely beginning to 
glimpse the facts of life, Maurice was already a slave to that “Lady of the Green 
Eyes,” absinthe. At sixteen he was already a drunkard. 

This case of the infant drunkard is perhaps unique in the annals of medical psy- 
chology. Adults drink to return to the freedom from responsibility of childhood. 
Maurice Utrillo was already a confirmed drinker in his childhood. While other 
children were still drinking milk, he was chasing after absinthe. This precocious 
alcoholism was to keep him all his life in a state of emotional infantilism, like a 
tragic Peter Pan of the spirit. 

Modern psychology looks for the secret of the adult’s complexes in his memories 
of his infancy; but when the complexes already appear in childhood, it then must 
search further back into the family history to discover the causes. In Utrillo’s family 
tree there were branches strong and verdant and bearing fine fruit next to branches 
sick and stunted, whose poisoned sap was one of the factors responsible for this 
drinking child. Only the vigor inherited from his mother’s side of the family would 
enable him to withstand his years of tragedy and ultimately be like a fig tree that 
renounces the blossoms and bears fine fruit instead. 

Marti-I banez 
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teacher and dearly loved friend, Sauer- 
bruch. After this, however, the hazards 
of life compelled me to build up an ex- 
istence for myself in some countries that 
were not my home, and placed me in situ- 


good will nor by impartial judgment. And 
the International College of Surgeons has 


lent me so much warmth, recognition, 
reassurance and encouragement. For this 
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HE use of chemical agents to abolish 

pain, to induce muscular relaxation 

for the operative convenience of the 
surgeon and to protect the human body 
during the surgical procedure began a 
little more than a century ago. Anes- 
thesiology has been advancing since its 
introduction in 1846, but changes in this 
field of medicine have occurred much more 
rapidly during the past twenty years than 
in the preceding ninety. We are now ac- 
customed to seeing a physician trained in 
the use of chemical agents devoting his 
full time to this portion of the art of 
medicine, but the concept of anesthesiol- 
ogy as a medical specialty is little more 
than twenty years old. 

There was a time lag of approximately 
six hundred years between the discovery 
of sulphurous ether by Lully and its clini- 
cal use by Crawford Long in 1842; almost 
seventy-five years passed before nitrous 
oxide, discovered by Priestley in 1772, was 
used by Horace Wells in 1845. 

Even the word “anesthesia” has a short 
history. We first meet with it in a letter 
written by the nineteenth century poet- 
physician Oliver Wendell Holmes: “Dr. 
Morton, I have given consideration to this 
agent which you have used in Boston and 
selected for it a generic term, for I believe 
it will be on the tongue of every person 
who is to live anywhere on this planet. 
I have called it ‘anesthesia’—want of 
feeling.” 

To understand the value of anesthesia 
one has only to look back to the days be- 
fore it was known. “You would deem it a 
strange sight,” Sir James Paget wrote, 


“to see a dislocation reduced as they often 
were. The patient was set upright in a 
chair, his arm tied above the elbow, and 
the blood let flow from a very free opening 
in the vein below the tape. So it flowed 
on and on: and its quantity was hardly 
measured: it had to be enough to make 
him faint: and at last he would begin to 
look pale, and his head would droop, and 
his forehead sweat: and then he would 
sink down and slide on his chair, and 
hardly conscious, and wholly unable to 
resist the force with which his dislocated 
limb was pulled and lifted and set right. 
Very horrible, was it not? But what would 
you do now without anaesthetics?” 

Anesthesia is one of the greatest Ameri- 
can contributions to medicine. In conjunc- 
tion with antisepsis, it has permitted the 
rapid development of modern surgery and 
obstetrics. Sir Heneage Ogilvie, the Bri- 
tish surgeon, says there is no doubt that 
the great decrease in postoperative mor- 
tality and morbidity rates is in large 
measure due to the use of anesthetics. It 
is difficult to believe, he says, that sur- 
geons of today are more skillful than were 
those of the recent past. They may even 
be less so, for men like Halsted and Lister 
had to work against all sorts of difficulties 
arising from inadequate anesthesia. Sir 
Ogilvie’s words would have shocked the 
College of Surgeons thirty years ago. To- 
day, few outstanding surgeons would dis- 
agree with him. 

Undoubtedly some organized groups to 
study pain relief were organized in the 
rest of the world long before the first so- 
ciety took definite form in this country. 
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Dr. A. F. Erdmann!’ founded the first 
American society, which was organized 
for regular business and scientific sessions 
at the Long Island College Hospital in 
Brooklyn, New York, on Oct. 6, 1905. 
Since then this society has been meeting 
formally and continuously, changing only 
its name. During the passing years the 
society has studied new anesthetic equip- 
ment and methods of administering new 
chemical agents as they have been devei- 
oped. 

The idea of studying anesthesiology 
scientifically spread over the eastern and 
midwestern portions of the country, and, 
as others became interested in this field, 
a group met in Minneapolis, Minnesota on 
June 18, 1913, to form the American As- 
sociation of Anesthetists. Under the guid- 
ance and inspiration of Dr. Francis 
McMechan, the Secretary of the Organiza- 
tion, the Association began to thrive. By 
1926 its name had been changed to the 
Associated Anesthetists of the United 
States and Canada. The untiring efforts 
of Francis McMechan led to the organiza- 
tion of the Canadian Society of Anes- 
thetists, the Pacific Coast Association of 
Anesthetists, the Southern Association of 
Anesthetists and the Eastern Society of 
Anesthetists of the United States and 
Canada. 

This energetic man, Dr. McMechan, also 
founded the National Anesthesia Research 
Society, which in 1925 became the Inter- 
national Anesthesia Research Society, in- 
cluding in its membership anesthetists 
from all parts of the world. This organiza- 
tion is still functioning, holds well-at- 
tended meetings and does splendid work 
in encouraging the growth of the spe- 
cialty. Its members are continuing the pro- 
ductive work of McMechan both here and 
abroad. 

Before significant strides could be made 
toward the establishment of anesthesiol- 
ogy as a specialty, it had to interest the 
medical profession. That happened about 
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1930, when more and more physicians be- 
came actively interested in the preopera- 
tive preparation of the surgical patient, 
his physiologic conditioning, the available 
pain-relieving drugs and the patient’s 
well-being during the immediate post- 
operative period. Until that time few 
medical schools had presented formal lec- 
tures in anesthesiology, and their hospi- 
tals were content with the old anesthetist 
system. 

In 1949 Metz? wrote: “As I look back 
to the day when the general practitioner, 
the misfit and the incompetent physician 
were the ones who usually gave the anes- 
thetics, I can readily understand why the 
equality of the anesthesiologist and the 
family internist, surgeon and obstetrician 
has been so long delayed. Too few physi- 
cians were really interested in anesthesis 
as a specialty, persistently sought to keep 
abreast of progress in the field and con- 
stantly strove to keep anesthesia on a par 
with other specialties of medicine. This 
has been an unending battle, principally 
because anesthesia was not attractive 
either financially or in terms of prestige, 
to the younger physician. Hence the num- 
ber of anesthesiologists falls far below 
that required to meet the demands of sur- 
gical practice.” 

What Metz said in 1949 is still true, 
though to a lesser extent. In the United 
States two groups are concerned with 
anesthesia. The first and larger group, 
which I choose to call the anesthetists, in- 
cludes nurse-anesthetists and untrained 
physicians. Some of the physicians are 
thoroughly conscientious, but they lack 
specialized training in anesthesiology. 
They do the work because there is no one 
else to do it, because their colleagues need 
their help or because they need to make a 
little money until their practice can sup- 
port them. 

The distinguishing mark of the second 
group, the anesthesiologists, is their spe- 
cialized training. The anesthesiologist is 
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first of all a physician. Beyond his basic 
training, according to Lundy’s definition, 
he has pursued special studies in the prep- 
aration of patients and their care during 
and after the administration of an anes- 
thetic. The clinical anesthesiologist is 
engaged in practice; his teaching-investi- 
gative counterpart has the responsibility 
of teaching and training young physicians 
and guiding them in their investigative 
work. 

Today, because of the challenges of this 
new field—the demand for knowledge of 
physiology, pharmacology, pathology and 
psychology—anesthesiology is attracting 
some of the finest minds among the 
younger physicians. For example, one of 
the most able internists on the West Coast, 
a man with a brilliant career ahead of 
him, went into a two-year training pro- 
gram in anesthesiology. He was singled 
out by his professor of medicine as the 
“most brilliant mind in medicine today.” 
In my group of fellow residents, which 
was an early group, one man had just com- 
pleted a three-year residency program in 
surgery. He is now one of the most pro- 
ductive academic men in_ medicine. 
Another was a member of the American 
Board of Obstetrics and Gynecology; a 
third, a dentist-physician; a fourth, a 
physiologist. The remainder had at least 
one year of training in another specialty 
field. The goal of these men was not quick 
money. They were all attracted by the 
challenge of a new field so vital to the 
progress of surgery and obstetrics. These 
men are among the leaders of the medical 
profession today. 

Many similar stories can be told of 
European physicians, for what has been 
happening in the United States has also 
been happening abroad. Within the past 
decade this new specialty has made re- 
markable progress in Europe. Under the 
leadership of a young, well-trained sur- 
geon, Rudolf Frey,* and others, the in- 
adequacy of training for anesthesia has 
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been recognized. The determination to 
develop the specialty to meet international 
standards has led to the establishment of 
training programs throughout Germany. 
The German Society of Anesthesiologists 
is a major result of the enthusiasm of 
Frey and his co-workers. 

During his work in a field hospital in 
the Russian theater of war, Dr. Frey had 
his first contact with anesthesiology—an 
experience that made him realize how 
urgent was the need for qualified anesthe- 
siologists who could provide patients with 
greater safety during operation and with 
better postoperative care. Yet old attitudes 
are slow to change. Although recent ad- 
vances in surgery have proved how neces- 
sary are competent anesthesiologists and 
have created a sudden demand for them, 
the medical hierachy in Germany, as in 
other countries, has been reluctant to give 
these new specialists any status in the 
operative pavilion. Yet progress is being 
made; in the Johannes Gutenberg Univer- 
sity in Mainz, Germany, the department 
of anesthesiology was given independent 
status about a year ago. 

The American Society of Anesthesiolo- 
gists has grown from an organization of 
90 members in 1905 to one of nearly 7,000 
today, with a vast majority of the physi- 
cians practicing medicine on a fee-for- 
service basis. Full-time specialists in anes- 
thesiology in the United States now total 
4,613. As a result of the efforts of a few 
dedicated men, plans for the affiliation of 
the American Board of Anesthesiology 
with the American Board of Surgery were 
completed on June 2, 1937. The Board of 
Anesthesiology conformed in all respects 
to the standards of the examining boards 
of other medical specialties, and in Febru- 
ary 1938 the Advisory Board of Medical 
Specialties approved the affiliation. Official 
recognition of physicians competent to 
practice and teach anesthesiology as a 
specialty was now an accomplished fact. 
Only two years later the House of Dele- 
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gates of the American Medical Association 
voted unanimously to establish the Sec- 
tion on Anesthesiology in the American 
Medical Association. The credit for this 
overwhelming approval goes to Dr. John 
S. Lundy. Recognition paved the way for 
the Advisory Board to approve the Ameri- 
can Board of Anesthesiology as a separate 
major board in 1941. 

The American College of Anesthesiolo- 
gists was organized in 1947 to encourage 
physicians to enter the specialty, enable 
them to attain a high degree of safety and 
provide a category of recognition for those 
who are qualified but do not limit their 
practice to the specialty. 

Our neighbors to the north have even 
more thorough requirements for certifica- 
tion and emphasize more plainly that an 
anesthesiologist must be a well-rounded 
physician. Both of the certifying boards 
in the United States require at least one 
year of general internship and two years 
of approved resident training in anesthe- 
sia. In Canada‘ an additional two years 
must be spent in approved training in 
internal medicine, surgery, basic science, 
anesthesiology, clinical research or a com- 
bination of these. Canadian requirements 
may also include an additional year in an 
approved course of study and training at 
a hospital or university center in Canada 
or abroad. 

The leaders of the profession in Europe 
are now forming a European Board of 
Anesthesiology similar to that of the 
United States, in an effort to raise the 
standards throughout the continent. 

The second World War stimulated the 
growth of anesthesiology throughout the 
world. In 1946 the American Society had 
739 members in the armed forces, and 
there were 2,147 members. Returning 
veterans found residencies in sixty-three 
training centers accommodating 700 men. 
Physicians from other parts of the world 
who recognized this new concept in pa- 
tient care went to England, Canada and 
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the United States for training. Many re- 
turned to their native lands to set up 
training centers there; others remained 
on this continent. The majority of the 
anesthesiologists in the British Empire 
went to England for their training, in 
order to take the Diploma in Anesthetics 
or the Fellowship of the Faculty of Anes- 
thetists. The requirements for certifica- 
tion in England are similar to those in 
Canada. Latin American physicians and 
those from the Far Eastern countries tend 
to gravitate toward the United States. The 
Copenhagen course accepts a limited num- 
ber, mostly from Russia and the mid- 
European countries. 

The Copenhagen course is the result of 
a fine cooperative effort. A religious group 
initiated the program, and the World 
Health Organization backed it by recruit- 
ing prominent teaching-investigative anes- 
thesiologists to spend three-month periods 
there. This program has been most pro- 
ductive, bringing about an improvement 
in anesthesia throughout Europe. As a 
result of the experience in Copenhagen 
the World Federation of Societies of Anes- 
thesiologists is encouraging, through the 
World Health Organization, the develop- 
ment and continuance of training in some 
of the countries where surgery and anes- 
thesia are less well developed. At the Con- 
gress of the World Federation of Societies 
of Anesthesiologists in Toronto in Septem- 
ber 1960 it was decided to establish cen- 
ters in the Orient and the western portions 
of South America. Even in such countries 
as Brazil, where anesthesiology—though 
young as a specialty—is fairly well ad- 
vanced, such centers would be welcome. 

The World Federation of Societies of 
Anesthesiologists was registered in Hol- 
land in 1955 “to make available the highest 
standards of anesthesia to all peoples 
throughout the world.” In pursuit of this 
aim, the functions of the Federation in- 
clude the dissemination of scientific infor- 
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mation, the recommendation of desirable 
standards of training, the encouragement 
of research and the effort to establish 
safety measures and standardize equip- 
ment. This organization is the result of 
the efforts of a few Canadians and Euro- 
peans to help the rest of the world secure 
the advantages they have come to appre- 
ciate so warmly. It deserves and is re- 
ceiving a ready response. Societies of an- 
esthesiologists from forty countries, with 
a membership of more than 13,000, are 
now members of the World Federation. 

With rapid growth new agents, new 
equipment and new technics have become 
available. New safety devices and moni- 
tors have also been devised to provide use- 
ful information. These devices are impor- 
tant as a means of educating the hand, 
the eye and the ear, but as substitutes 
they are dangerous. They tend to encour- 
age lack of attention and may affect ad- 
versely the maintenance of good clinical 
judgment. The burden of responsibility is 
still on the anesthesiologist, a specially 
trained physician capable of interpreting 
signs and symptoms and providing appro- 
priate action. 

What are the qualifications of the 
ideal anesthesiologist? Let Dr. Campbell 
Gardner,® a surgeon in Montreal, give the 
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answer: “Show me a man with sympathy, 
honesty, strength and a moderate amount 
of skill who is interested (1) in the wel- 
fare of the patient, (2) in the team of 
which he is a part, and (3) in the pro- 
fession of medicine as a whole and in the 
institution to which he belongs, and I am 
quite certain not only that he will have 
the essential qualities of a wonderful 
anesthetist ,but that his own success and 
that of anesthesiology in his community 
will be assured.” 

The physician who fits these qualifica- 
tions and who meets the strict demands 
of his examining board is a specialist. The 
growth of his specialty is one of the mira- 
cles of modern medicine. The wise man 
knows these things, knows and accepts 
them. 


REFERENCES 


1. Betcher, A. M.; Ciliberti, B. J., and Wood, 
P. M.: Fifty Years of Organized Anesthesiology, 
J.A.M.A. 159:766, 1955. 

2. Metz, C. W.: Anesthesiology Past and Pres- 
ent, J.A.M.A. 144:363, 1949. 

3. Frey, R.: Anesthesia and Analgesia, Current 
Research 40:52, (Jan., Feb.), 1961. 

4. Regulations and Requirements of Graduate 
Training Relating to the Examinations of the 
Royal College of Physicians and Surgeons of 
Canada, Medicine and Medical Specialties, 1959. 

5. Gardner, C.: The Essential Qualities of an 
Anaesthetist, J. Canadian Anaesth. Soc. 2:215, 
1955. 


Amid the myths and hysterias of opposing hatreds, it is difficult to cause truth 
to reach the bulk of the people, or to spread the habit of forming opinions on 
evidence rather than on passion. Yet it is ultimately upon these things, not upon 
any political panacea, that the hopes of the world must rest. 
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Clinical Research—A House 


Officer Requirement 


; HETHER all residents in their 
WV training days should be assigned 
a clinical research problem is an 
oft-debated question. True, rarely will a 
resident make an earth-shaking discovery, 
but there are other advantages that may 
not appear at a glance. 

First, let it be understood that not one 
resident in a hundred is capable of orig- 
inating his own problem. The chief who 
directs the program must be the idea 
man. Second, the problems must be well 
diversified, because deadly monotony de- 
velops if everyone works on the same 
problem. Occasionally, however, the re- 
sults of one problem will open up ancil- 
lary vistas that need exploring. Wakeley 
has said, “Do not take a small aspect of 
surgery and beat it until it is dead.” All 
of us are familiar with men who have 
fifty or sixty publications to their credit 
(or discredit), all on the same subject, 
all out of the same mold and almost 
carbon copies. This is advertising, not 
research. Further, let us not confuse ac- 
tivity with accomplishment. Many resi- 
dents “churn” rapidly but produce little. 

What, then, is the procedure, and what 
are the advantages of clinical research 
for residents? First, let each resident 
choose a case group that interests him 
and then send him to the library to be- 
come thoroughly familiar with what his 
peers and contemporaries have said, 
thought and done. Next, send him to the 
record room to review all charts coded 
under his chosen case group for a speci- 
fied period. Abandon “selectivity” and 
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include all cases, regardless of embar- 
rassing outcome. 

Now the first benefit of the program 
quickly becomes apparent, because the 
resident immediately discovers how poor 
the charts are and how scanty the his- 


tories! This automatically makes him 
record-conscious, and the current charts 
improve dramatically. When each resident 
is working on a different case group, the 
chart improvement is startling! It is true 
that we have no means today of know- 
ing what factors someone may wish to 
investigate ten years from now, but a 
full and complete record is the best sub- 
stitute. When the case group has been 
analyzed, a staff paper is the logical out- 
come, with the distinct possibility that 
some suggestions for imprcved care of 
patients will emerge. Failing this, at least 
the records will have been improved, 
which is a corollary. Often a side issue 
provides a problem for some other resi- 
dent, and often a problem emerges for 
attack in the clinical laboratory or the 
animal room. Here some more funda- 
mental additions to knowledge may result. 

Finally, such simple clinical research 
fosters accurate and logical thinking from 
cause to effect, instils respect for good 
records, reassurance to residents when 
their results are compared with those re- 
ported in the literature or stimulates ef- 
fort toward improvement to meet general 
standards. In addition, it teaches resi- 
dents to collect, analyze, organize, pre- 
pare and present data to a medical 
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audience. Last but most important, such 
a program always results in better care 
of patients, which is our prime function. 
Frequently it is assumed that only the 
large teaching centers can engage in sur- 
gical research and that the smaller hos- 
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patients that they cannot undertake re- 
search. Actually, the program here de- 
scribed works best in a hospital with a 
limited teaching program, because all that 
is needed is a medical library, a clinical 
record library, a chief with ideas and a 


pitals are so involved with the care of _ resident with zeal. 


Dissatisfied with the teaching he was receiving, it was altogether characteristic 
of Vesalius to take action. With him a strong emotion never failed to result in 
action, always vigorous though not always wise. He began dissecting dogs on his 
own account with a group of his fellow students, but this did not satisfy him long, 
for he had known the essentials of a dog’s anatomy since he was a boy. No doubt 
he was already convinced that human anatomy could not be studied by the use of 
animals—a revolutionary concept for his time. Human bodies were essential to his 
work. There was support for his conviction in the writings of the great Galen him- fs 
self. “I would ask you,” Galen wrote, “to make yourself acquainted with human oy 
bones . . . I have often had the chance to do this where tombs or monuments have : 
been broken up.” Vesalius, however, was interested in more than bones, and since 
anatomical parts were not to be had by legal means, he became a thief in the night 
and went by stealth, sometimes with a companion and sometimes alone, to the exe- 
cution grounds at Montfacon. 

On this grim hilltop, where there was a large pile of bones and where the stench 
was horrible, executed criminals were for the most part left to dangle in the chains & 
in which they had been hung. According to the custom of the day, most of these 2 
corpses had been too much mutilated by the executioner to make fit subjects for a 
public anatomy, but a student eager to acquire knowledge by any means whatsoever 
could use dismembered arms and legs or heads or torsos. 

Montfacon was a lonely, deserted place except when the crowds surged out of 
Paris to see a public execution. It was a silent place except for the creaking of the 
gibbet chains, the occasional howl of the wild dogs, fierce as wolves, who ate what 
remained of the dead, or the raucous cry of the carrion birds, who tore at the flesh ee 
of the gibbeted skeletons . . . Vesalius’ stocky young body would have joined those - 
on the gibbets if he had been discovered. S 
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New Books 


BOOKS RECEIVED 


The following books have been re- 
ceived by the Editor; they will be re- 
viewed critically as space and facilities 
permit. Omission of more extended re- 
view, however, is not to be taken as 
criticism of the merit of the book. 


Surgical Anatomy of the Bronchovascular 
Segments. By William E. Bloomer, Averill A. 
Liebow and Milton R. Hales. Springfield, IIl.: 
Charles C Thomas, Publisher, 1961. Pp. 273, 
with 208 illustrations. Reviewed in this issue. 


Mayo Clinic Diet Manual. By the Commit- 
tee on Dietetics of the Mayo Clinic. Phila- 
delphia: The W. B. Saunders Company, 1961. 
3d ed., Pp. 222. Reviewed in this issue. 


Medical-Surgical Nursing. By K. N. 
Shafer, R. Sawyer, A. M. McCluskey, and E. 
L. Beck. St. Louis: The C. V. Mosby Com- 
pany, 1961. 2d ed. Pp. 876, with 141 illus- 
trations. Reviewed in this issue. 


The Transplantation of Tissues and Or- 
gans. By Michael F. A. Woodruff. Springfield, 
Ill.: Charles C Thomas, Publisher, 1961. Pp. 
777, with 196 illustrations. Reviewed in this 


wsue. 


Les Cavités Cardiaques: Introduction Ana- 
tomique a la Chirurgie Intracardiaque (The 
Chambers of the Heart: An Anatomic Intro- 
duction to Intracardiac Surgery). By E. 
Henry, R. Courbier and P. Rochu, with a 
preface by R. de Venrijoul. Paris: Masson et 
Cie., 1960. Pp. 176, with 196 illustrations. 
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Orthopaedic Approaches: A Stereographic 
Manual. By J. J. Joyce. Baltimore: The 


Williams and Wilkins Company, 1961. Pp. 80, 
with 23 illustrations and 18 stereographic 


reels. Reviewed in this issue. 


A Clinical Prospect of the Cancer Problem 
(Introductory volume of Monographs on Neo- 
plastic Disease at Various Sites). By D. W. 
Smithers. Baltimore: The Williams and Wil- 
kins Company, 1960. Pp. 232, with 46 illustra- 
tions and 10 tables. 


Thymectomy for Myasthenia Gravis. By 
Henry R. Viets and Robert S. Schwab. 
Springfield, Ill.: Charles C Thomas, Pub- 
lisher, 1960. Pp. 1380, with 32 illustrations. 


Experiences with Congenital Biliary Atre- 
sia. By Julian A. Sterling. Springfield, II1.: 
Charles C Thomas, Publisher, 1960. Pp. 68, 
with 21 illustrations. 


The Femoral Neck—Function, Fracture 
Mechanism, Internal Fixation: An Experi- 
mental Study. By Victor H. Frankel, Spring- 
field, Ill.: Charles C Thomas, Publisher, 1960. 
Pp. 119, with 58 illustrations. 


Congenital Malformations: A Ciba Foun- 
dation Symposium. Edited by G. E. W. Wol- 
stenholme and C. M. O’Connor. Boston: 
Little, Brown and Company, 1960. Pp. 308, 
with 91 illustrations. 


General Anesthesia for Neurosurgery. By 
Robert I. W. Ballantine. Boston: Little, 
Brown and Company, 1960. Pp. 152, with 68 
illustrations. 


Calcium Metabolism and the Bone. By 
Paul Fourman. Springfield, Ill.: Charles C 
Thomas, Publisher, 1960. Pp. 325, with 7 
illustrations. 


Chemical Osteosynthesis in Orthopaedic 
Surgery. By Michael P. Mandarino. Spring- 
field, Ill.: Charles C Thomas, Publisher, 1960. 
Pp. 72, with 36 illustrations. 
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Surgery of the Anus, Rectum and Colon. 
By J. C. Goligher. Springfield, Ill.: Charles 
C Thomas, Publisher, 1961. Pp. 815, with 531 
illustrations. 

Prof. Goligher has written a comprehensive 
review of the entire field of coloproctology 
with typically British clarity and conciseness. 
His descriptions make use of a slightly dif- 
ferent nomenclature from that employed in 
the United States, but this is no obstacle to 
understanding. He has surveyed the contem- 
porary literature in this field and has suc- 
ceeded admirably in his aim to provide a 
clear, detailed and practical guide to the sur- 
gical management of diseases of the anus, 
rectum and colon. The text is well organized 
to make easier the often arduous task of com- 
paring or contrasting those entities which 
are symptomatically similar but etiologically 
different, and while his account of the anat- 
omy of the various parts of the external and 
internal sphincters and their interrelations 
are somewhat at variance with the descrip- 
tions of some American authors, this serves 
only to emphasize the fact that knowledge of 
the exact anatomic relation of this area is 
not as yet complete. 

Preferring the term “piles” to ‘“haemor- 
rhoids,” he classifies these lesions as of first, 
second, third and fourth degree, the last- 
mentioned being completely irreducible and 
of long standing. The injection treatment for 
internal hemorrhoids is apparently much 
more frequently used in Britain than in the 
United States, as Goligher states that 70 per 
cent of his patients with hemorrhoids are 
treated initially by the injection method and 
that he has never encountered such complica- 
tions as oelomas (oil tumors). His surgical 
technic invariably includes a _ preliminary 
perianal subcutaneous infiltration of epineph- 
rine for hemostasis, followed by ligature and 
excision by the Milligan-Morgan method. 

The level of the lower edge of the internal 
sphincter remains a somewhat controversial 


point. In Goligher’s opinion, the “pectin 
band” described by Miles and his adherents 
is the prominent lower edge of the internal 
sphincter, and he prefers what he calls an 
internal sphincterotomy for anal fissures, 
rather than excision, unless the fissure is 
complicated by the presence of hemorrhoids. 


The theory (popular in America) that in- 
fection of an anal crypt is frequently the 
initiating factor in anorectal abscesses is not 
given credence. Goligher bases his rejection 
of this theory on the fact that he rarely finds 
internal cryptal openings and that he fre- 
quently treats anorectal abscesses by ex- 
ternal drainage only, observing that most of 
them heal adequately without further treat- 
ment. In fact, he also frequently treats these 
abscesses (if no internal opening is dis- 
covered) by Ellis’ closed technic, in which 
the abscess cavity is opened and drained and 
the cavity thoroughly curetted and then 
closed with deep vertical mattress sutures. 
This is done, of course, under cover of sys- 
temic antibiotics. The author uses a non- 
flexible grooved director in operating for 
fistula. This is not advocated in the United 
States, where the use of a flexible silver probe 
is considered much less likely to produce 
false passages. 

Finally, Prof. Goligher recommends for all 
but the most superficial fistula wounds a re- 
turn to the operating room and an explora- 
tion of the wound, with the patient under 
general anesthesia, at the end of the first 
seven to ten days after the operation. This 
is not customary in the United States. In the 
section on pilonidal disease the five main 
etiologic theories are discussed. Prof. Go- 
ligher argues that the condition is acquired; 
he therefore treats it by simple incision and 
removal of the included hairs, followed by 
immediate skin grafting. He recommends 
vigorous daily scrubbing of the postanal and 
internatal skin to prevent further drilling of 
the skin by hairs. 
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For pruritus ani Goligher recommends, 
first, simple hygienic measures combined 
with the use of antipruritic lotions and seda- 
tives. Should this prove unsuccessful, his 
next step is the subcutaneous injection of 
alcohol in the perianal area; if relief is still 
not forthcoming, he recommends Ball’s 
method of undercutting and denervating the 
perianal skin. 

Complete prolapse of the rectum he treats 
by the Roscoe Graham technic, somewhat 
modified, in that he frees up the rectum down 
to the level of the levators, then approximates 
the puborectales muscle anteriorly. This is 
followed by complete elimination of the 
pouch of Douglas according to the Moscho- 
witz technic. The patient is hospitalized for 
as long as four weeks after the operation. 

The section on congenital deformities was 
written by Mr. H. H. Nixon of the Great 
Ormond Street Hospital in London. Mr. 
Nixon classifies congenital anorectal dis- 
orders as (1) low abnormalities, which in- 
cludes the ectopic anus and the covered anus; 
(2) intermediate abnormalities, including 
anal stenosis, anorectal stenosis and con- 
genital funnel anus, and (38) high abnor- 
malities, i.e., rectal agenesis (cloaca). Mr. 
Nixon does not consider Wangensteen and 
Rice’s method of marking the anal dimple 
with a button and taking a lateral roentgeno- 
gram of the inverted baby as dependable as 
comparing the gas bubble in a similarly taken 
roentgenogram to Stephen’s pubococcygeal 
line (which represents the pelvic floor). To 
me this is a less definite comparison, since 
the coccyx does not show up on the roent- 
genogram of an infant twelve to twenty-four 
hours old. 

The section on benign adenomas and papil- 
lomas again points up the current contro- 
versy concerning their relation to carcinoma. 
The author professes amazement at the fre- 
quency with which American surgeons dis- 
cover polyps on sigmoidoscopic examination. 
His impression is that polyps are far less 
common in his patients, but he has no ac- 
curate statistics to support his impression. 
He is convinced that small sessile polyps 
(split-pea size), of a color indistinguishable 
from the surrounding mucosa, never become 
enlarged or malignant, and that they usu- 
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ally remain unchanged and even disappear 
over the years; therefore, he treats small 
polyps expectantly, contrary to current opin- 
ion in this country. 

The sections dealing with carcinoma of the 
colon and rectum offer a comprehensive pre- 
sentation of current knowledge of this dis- 
ease. Color plates are presented, showing 
unusually lifelike drawings of sigmoidoscopic 
views of intrarectal lesions. He advises a 
right hemicolectomy extending from and in- 
cluding the distal several inches of ileum to 
the left transverse colon, and he includes all 
colic branches of the superior mesenteric ves- 
sels for all growths in the right half of the 
colon. Similarly, he performs an extended 
resection from the left transverse colon to 
within 4 to 5 inches (10 to 12.5 cm.) of the 
peritoneal reflexion, sacrificing the superior 
hemorrhoidal vessels for all lesions of the 
left half of the colon except in patients whose 
general condition precludes this extensive 
procedure. In general, he looks with dis- 
favor upon temporary defunctioning colos- 
tomies and disagrees with Lillehei and Wan- 
gensteen’s prophylactic total colectomy with 
ileorectal anastomosis as a treatment for all 
colonic carcinomas. 

The treatment of carcinoma of the rectum 
is the most thorough section of the book. Syn- 
chronous (two-team technic) abdominoperi- 
neal resection is favored over the combined 
resection done in sequence by one surgeon 
as is most common in America. He does not 
consider dissection of the internal iliac 
glands sufficiently valuable to warrant the 
extra morbidity entailed in clearing them out 
adequately. This is the view now also pre- 
vailing here. 

The author is not impressed with the 
sphincter-saving operations (Bacon-Babcock, 
Black) for lesions of the middle third (7 to 
11 cm.) of the rectum. For lesions from 
10 cm. up he considers anterior resection 
the procedure of choice; for lesions below 
10 cm., combined abdominoperineal resection 
of the rectum is preferred. He has rarely 
found it necessary to resort to daily irriga- 
tions in the care of colostomy patients, 
stating that regulation of the colostomy can 
be obtained by minor variations in diet and 
the occasional use of hydrophilic drugs. This 
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is contrary to the general opinion that the 
patient can be given a greater sense of secu- 
rity and better control by daily irrigations. 

In his discussion of the possible etiologic 
factors in chronic ulcerative colitis, Goligher 
expresses the opinion that the psychopathic 
stigmata are in fact an effect rather than a 
cause of the disease. Again color plates are 
used, showing excellent drawings of sig- 
moidoscopic views of normal rectal mucosa 
and various stages of proctocolitis. 


In the section on complications of chronic 
ulcerative colitis and the indications for sur- 
gical intervention the author makes no spe- 
cific mention of the so-called toxic dilatation 
of the colon, which is more and more fre- 
quently encountered in the American litera- 
ture. He also emphasizes the fact that ob- 
servations made at laparotomy are often 
misleading and advises colectomy. It is his 
conviction that segmental resection should be 
used with great caution in the surgical treat- 
ment of ulcerative proctocolitis. 

The chapter on diverticular disease of the 
colon is not as comprehensive, comparatively 
speaking, as are those on carcinoma and 
ulcerative colitis. The author, however, re- 
peats and emphasizes Schatzki’s summary of 
points to consider in the roentgen differen- 
tiation of carcinoma and diverticulitis, which 
should be known to all who may be faced with 
the necessity of making this difficult (some- 
times impossible) differentiation. 

Prof. Goligher’s book is a splendid com- 
pilation of contemporary knowledge of sur- 
gical treatment of the anus, rectum and 
colon. It should be a welcome addition to the 
libraries of all surgeons interested in this 
area. 

WALLACE BAILEY, M.D. 


Surgical Anatomy of the Bronchovascular 
Segments. By William E. Bloomer, Averill A. 
Liebow and Milton R. Hales. Springfield, IIl.: 
Charles C Thomas, Publisher, 1961. Pp. 273, 
with 208 illustrations. 

As is indicated by the title, this book is 
an anatomic study of the lung, but tempered 
from the point of view of the surgeon. A 
preliminary view of the lung as a whole is 
presented, in which its composition is out- 
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lined by the fundamental surgical unit, the 
bronchopulmonary segment. The nomencla- 
ture and tabulations of Dr. E. A. Boyden are 
followed. The chapters following the general 
account of the lungs are devoted to each 
individual lobe, with an analysis of the vari- 
ations of bronchi and vessels. Each chapter 
follows a set pattern, presenting first the 
bronchial structure, then the vessels and their 
relations and, finally, surgical considera- 
tions in which technic is related to the 
anatomic pattern. 

The book is profusely illustrated, the pre- 
dominant feature being a photograph of a 
bronchovascular cast accompanied by a de- 
scriptive diagram. The photographs, in half- 
tone, are clearly done and serve to accent 
the three-dimensional quality of the ana- 
tomic structures. For further emphasis of 
the three-dimensional approach, a set of 168 
pairs of stereoscopic transparencies in color 
is available, representing the exact figures 
as seen in the text in two-dimensional form. 
Each stereo pair can be compared with the 
corresponding figure in the book for identi- 
fication of a given structure. These, of 
course, are for separate purchase. 

Surgical Anatomy of the Bronchovascular 
Segments is more than another compilation 
of anatomic variations. The book brings to 
the reader the essence of previous anatomic 
studies, as well as the authors’, integrated 
with considerations for the surgeon, so that 
it assumes a practical importance to those 
who deal with this organ in the operating 
room. 

S. A. MACKLER, M.D. 


The Transplantation of Tissues and Or- 
gans. By Michael F. A. Woodruff. Springfield, 
Ill: Charles C Thomas, Publisher, 1961. Pp. 
777, with 196 illustrations. 

The transplantation of tissues has become 
a subject of wide and expanding interest. 
From the initial attempts merely to supply 
deficiencies in corporeal structure it has 
developed to involve many fundamental bio- 
logic fields, including growth, regeneration, 
genetics and immunology. It has recently 
found application in the study of suscepti- 
bility and resistance to malignant tumors 
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and is involved in the relations between vi- 
ruses, basic protein molecules and the actual 
essence of living matter. An indication of 
its vast importance in the medical sciences 
is the award of the 1960 Nobel Prize in 
medicine to investigators in this field. 

Dr. Woodruff has done a superlative job 
of assembling this voluminous and widely 
ranging material. It covers the entire sub- 
ject, from elementary definitions to detailed 
descriptions of surgical technics and labo- 
ratory experiments. The work is profusely 
illustrated, including a beautiful color plate; 
it is well written, logically arranged, and 
attractively printed. The monumental effort 
that has gone into this volume and the com- 
pleteness of its coverage are indicated by 
the bibliography, which covers 132 double- 
columned pages. An equally comprehensive 
index, is provided. 

The material is arranged in a coherent 
and systematic manner, beginning with the 
biologic considerations that underlie tissue 
transplantation. This includes the technics 
and the fates of the various types of trans- 
plantation, their biologic interaction with 
the host and the methods of attempting to 
influence these interactions. The untility of 
transplantation as a research tool in ge- 
netics, experimental embryology, physiology 
and experimental pathology is then dis- 
cussed. The final two-thirds of the book deal 
in detail with surgical transplantation of 
tissues and organs and are most inclusive 
except for blood transfusion, which is delib- 
erately mentioned only in passing. In addi- 
tion to usual transplantation procedures, 
descriptions are given of various operations 
on the hollow viscera for replacement of the 
esophagus, gastrointestinal anastomoses and 
substitutions, and implantations of biliary 
and pancreatic ducts into the gastrointesti- 
nal tract. Reconstructions of the urinary 
tract are also described. 

This book is closer to perfection than any 
other in the experience of this reviewer. It 
is enthusiastically recommended to all physi- 
cians and investigators interested in the 
multiple fields that are concerned with the 
problems of transplantation. 


M. ZIMMERMAN, M.D. 
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Pathology. By W. A. D. Anderson. St. 
Louis: The C. V. Mosby Company, 1961. 4th 
ed. Pp. 1,389, with 1,385 illustrations and 
7 color plates. 

The fourth edition of Anderson’s Pathology 
is a welcome continuation of the earlier edi- 
tions, which have established this book as 
an outstanding textbook of pathology. 

As in previous editions, chapters have 
been readjusted and new disease entities 
added. The previous chapters entitled ‘“Gen- 
eral Principles of Infection and Resistance” 
and “Heredity and Constitution in Disease” 
have been omitted. Two new chapters, “Hy- 
persensitivity Diseases” and “Mesenchymal 
Tumors of Soft Tissues” have been added. 

By now the book has reached a consider- 
able size, and perhaps the next edition 
should be divided into two volumes. 

This is an outstanding text on pathology, 
not only for the medical student and young 
resident but for the experienced pathologist. 
The editor as well as the contributors should 
be congratulated on this fine new edition. 
WERNER F. EISENSTAEDT, M.D. 


Mayo Clinic Diet Manual. By the Commit- 
tee on Dietetics of the Mayo Clinic. Phila- 
delphia: The W. B. Saunders Company, 1961. 
3d ed., Pp. 222. 

This edition of the Mayo Clinic Manual 
has incorporated many changes since the 
second edition appeared in 1954 and most 
of these concern the evolving knowledge of 
the role of fatty substances in the daily diet. 
New tables of height and weight for adults 
and children have been added. It is note- 
worthy that research into the causes of 
arteriosclerosis has resulted in changes in 
the diet recommended in the current man- 
ual; the fat content of the many different 
types of diet has been appreciably reduced. 
Although the main intention of the pub- 
lishers was that the manual be used by per- 
sonnel of the medical and allied fields, many 
of the diet listings could be copied directly 
by the patient for his own use. The manual 
is well written and contains copious tables 
and eight pages of indexing. I found this 
manual quite interesting and was most at- 
tracted by the simple presentation. 

DAVID GOLDFINGER, M.D. 
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Orthopaedic Approaches: A Stereographic 
Manual. By J. J. Joyce. Baltimore: The 
Williams and Wilkins Company, 1961. Pp. 80, 
with 23 illustrations and 18 stereographic 
reels. 

This book is a pioneer presentation in the 
field of clinical surgery. Stereoscopic pic- 
tures are used for a three-dimensional view 
of the various orthopedic approaches to the 
lower extremity. Compactly attached to the 
inside of the front and back covers are 
pocket envelopes containing eighteen reels 
of pictures and an ingenious folding stereo- 
scopic viewer. Each reel contains seven ex- 
cellent color views of the various stages of 
operation. 

The text is a closely correlated guide ex- 
plaining the anatomic procedures pictured 
in the reels. The photographs and other 
illustrations supplement the stereoscopic ma- 
terial. With remarkable economy of words, 
each reel is introduced by pertinent para- 
graphs that include, in addition to general 
comment, descriptions of surgical indica- 
tions and limitations, the position of the 
patient, guideposts, danger points and pro- 
cedures. Although the book is a compendium, 
essential points are not sacrificed. 

One hesitates to be hypercritical of a new 
undertaking that is basically sound and well 
executed. The stereoscopic effects are gen- 
erally excellent, as the third dimension is 
achieved constantly. Technical flaws, such as 
undecipherable tissue markers and labels, 
undoubtedly will be remedied in future edi- 
tions. More uniformity in the labeling would 
enhance further the orientation of the 
viewer. These are minor objections, however, 
since it can be assumed that the viewer is 
sufficiently versed in surgical anatomy to re- 
cognize the structures presented in the slides. 
The authors should make a greater effort to 
emphasize the scene as it is reflected in the 
eyes of the surgeon rather than as it is seen 
by the prosector. For example, the surgeon, 
standing or sitting at the side of the operat- 
ing table, orients himself to the horizontal 
position of the patient; the vertical projec- 
tion as seen through the viewer is sometimes 
distracting. One notices dried, discolored 
tissues and retractors mercilessly compress- 
ing nerves, which also detracts from the 
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realism of the operating technics. Greater 
magnification of the viewer provided would 
be advantageous, but other viewers, magni- 
fying to about 73 per cent of life size, are 
avaliable. The foregoing criticisms notwith- 
standing, the authors should be congratu- 
lated on their execution of a difficult project. 
The book is recommended especially for 
orthopedic residents, but the experienced sur- 
geon also will enjoy the thumb-nail views 
and the review of surgical approaches that 
this volume affords. 
EDWARD L. COMPERE, M.D. 


Medical-Surgical Nursing. By K. N. Shafer, 
R. Sawyer, A. M. McCluskey, and E. L. Beck. 
St. Louis: The C. V. Mosby Company, 1961. 
2d ed. Pp. 876, with 141 illustrations. 

The 876 pages of this textbook on nursing 
are a rich reservoir of information on the 
nature of pathologic conditions and their 
treatment, preventive procedures and the re- 
actions of patients to their afflictions and to 
the hospital environment. Although the main 
purpose of the book is to provide the nurse 
with insight as to the management of the 
patient, the facts are presented in such a 
way that the book could be used in teaching 
medical science to students of any of the 
professions allied to medicine, including ad- 
ministration. Psychology and medical sci- 
ence are brought to the bedside, and their 
application in treatment is presented with 
a realism that is lacking in the medical 
textbook designed for the nonmedical reader. 

Physicians and surgeons also will profit 
by perusing this volume. They may know 
much more about diseases and injuries, and 
could skim over the descriptive passages, 
but the clear concept of the nurse’s poten- 
tialities in assisting the doctor with his care 
of the patient is well worth their study. The 
emphasis throughout is placed not nearly so 
much on what is done as on how and why, 
with stress on the value of an understanding 
approach to the individual patient’s person- 
ality and needs. The nurse is cast in the role 
of an educator, who helps the patient to 
cooperate with her and with the doctor in 
promoting his recovery and teaches hygiene 
and health preservation as she performs her 
nursing functions. 
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This is the kind of image that will assist 
in the elevation of nursing to its true status 
as a learned profession based upon a solid 
background of knowledge of those physio- 
logic, mental and emotional factors that af- 
fect the patient’s response to medica] and 
nursing procedures. The nurse will keep this 
book for reference long after classroom days 
are over. 

Little about specific nursing procedures 
is presented. As the authors state, these are 
described in the many other textbooks writ- 
ten for that purpose. This treatise is largely 
devoted to the task of instilling a warm pro- 
fessional attitude in the student nurse and 
contributing to a philosophy of comprehen- 
siveness in nursing that goes far beyond the 
learning of technics. 

In this second edition (the first one ap- 
peared in 1958) the authors have incorpo- 
rated new material, added current refer- 
ences and clarified certain sections by 
rearrangement and inclusion of more sub- 
headings. In accord with the present trends 
in medical care, increased attention is fo- 
cused on the nursing of the aged, the chron- 
ically ill and those patients who need reha- 
bilitation. 

LAURA G. JACKSON, B.S. 


Intra-Osseous Venography. By Robert A. 
Schoblinger. New York and London: Grune 
and Stratton, 1960. Pp. 243, with 317 illustra- 
tions. 

This is an extensive monograph on ven- 
ography by means of injection of contrast 
material into the medullary cavities of bones. 
The author begins by describing the technic in 
general. Although local anesthesia is usually 
sufficient, spinal or general anesthesia may be 
required, owing to the pain involved in 
trochanteric, iliac crest or malleolar injections, 
particularly if executed bilaterally. The rapid 
injection of about 20 cc. of contrast medium 
is stressed. The film should be exposed just 
at the end of injection, and the patient is 
instructed to breathe quietly during the injec- 
tion in order to avoid artifacts due to in- 
creased intrathoracic pressure. 

There follow twelve chapters, each dealing 
with one important vascular area. The first 
concerns examination of the bone marrow 
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cavity itself (osteomyelography); then ex- 
aminations of the pterygoid plexus, internal 
mammary and azygos veins, the vertebral 
plexuses, the pelvic veins and the inferior 
vena cava and the veins of upper and lower 
extremities are discussed. Even the possibility 
of angiocardiographic study is mentioned. 
Each of these chapters has sections on anat- 
omy, positioning of the patient, technic of 
injection and clinical applications. 

The chapter on osteomyelography deals with 
general anatomic and circulatory considera- 
tions with regard to bones and describes the 
intramedullary pressure which is reflected by 
changes in both arterial and venous pressure. 
These observations speak in favor of a cir- 
culatory unit consisting of arterial supply, 
intra-osseous perfusion and venous drainage. 

Seventy pages are devoted to the internal 
mammary veins and the azygos system. Ex- 
amination of the internal mammary veins 
alone is executed by intrasternal injections and 
is indicated for detection of parasternal 
lymphadenopathic conditions in patients with 
carcinoma of the breast. The azygos and hemi- 
azygos veins are filled by injecting the medium 
into ribs. The possibilities of extravasation 
and pneumothorax are mentioned. The normal 
course of the azygos vein is variable and is 
generally more to the left than is indicated 
by anatomic textbooks. The author stresses 
the fact that a venographically demonstrable 
adbsence of contrast filling of the azygos vein 
may be either organic or functional. It may 
be caused by a mediastinal mass directly com- 
pressing the vein but also, for instance, by 
constrictive pericarditis, obstruction of the 
superior vena cava or simply straining during 
the injection. Even in the presence of a mass 
the local compression or obstruction does not 
necessarily mean inoperability. A standard- 
ized technic and a careful evaluation of the 
roentgenographic and clinical data together 
are therefore necessary. 

In the presence of portal hypertension the 
azygos system is used as a collateral pathway 
and is therefore dilated, owing to the increased 
flow. The intramedullary pressure tends to be 
elevated in these cases and decreases after a 
shunt procedure. The author claims that an 
azygogram will show whether or not portal 
hypertension is present. 
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in the chapter on venographic, study of the 
vertebral plexus, the intimate connections be- 
tween the internal and external vertebral 
plexuses, the azygos-lumbar venous system and 
the superior and inferior vena cavae are 
stressed in relation to their clinical implica- 
tions. 

The inferior vena cava is readily opacified 
by bilateral injections into the iliac crests or 
the lumbar-sacral spinous processes. For pelvic 
venographic study, the iliac crests or the 
major trochanters are used for injection. Both 
external and internal iliac veins are outlined. 
These methods are especially indicated in 
cases of endopelvic expansive lesions and 
venous thrombosis when the femoral veins 
are inaccessible for injection. 

In the final chapter, which deals with 
venographic study of the lower extremity, the 
author stresses the clinical importance of out- 
lining any leaking communicating veins be- 
tween the deep veins and saphenous veins in 
patients with signs of venous insufficiency. 
The selective filling of the deep veins is more 
easily obtained by intra-osseous injection than 
by the conventional method of injections into 
superficial veins and the use of a compression 
bandage. 

The experience of the reviewer and of other 
workers in this field (e.g., Siisse Fortschr. 
Rontgenstr. 85:181, 1956) indicates that spinal 
or general anesthesia is advisable in most of 
these examinations except costal injections. 
The rate of pneumothorax is probably higher 
in less experienced hands, especially as the 
resistance of the cortex of the ribs is variable 
in different patients and may cause consider- 
able technical difficulties. The author claims 
that intramedullary injection with the technic 
described does not change the direction of 
venous flow. This is an important point in 
studying the hemodynamics of low pressure 
venous systems. The reader lacks information 
on superior and inferior vena cava pressures 
before and during the injection. Such a record 
would probably advance the correct interpre- 
tation of the demonstrable venographic 
changes. The use of serial films would cer- 
tainly also make for a safer and easier inter- 
pretation of directions of flow and of the 
pathophysiologic aspects of venous obstruction. 
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Also, anatomic interpretation, of e.g., the lo- 
cation of leaking communicating veins in the 
lower extremity, is safer if serial films are 
taken throughout the injection. 

The author has certainly systematically out- 
lined the possibilities of visualizing a wide 
range of venous systems, from the pterygoid 
plexus to the vena cava and the chambers of 
the heart. It should be stressed, however, that 
such vessels as the superior and the inferior 
vena cava, in most cases, are examined more 
easily and with better results by routine per- 
cutaneous puncture and a catheterization 
technic. This holds true also in examinations 
of the lower extremity. The author stresses 
the fact, correctly, that there are cases in 
which the percutaneous puncture of vessels is 
difficult or impossible—cases of edema of the 
legs, thrombosis of the femoral vein, etc., in 
which the intra-osseous technic certainly has 
great practical clinical importance. Vascular 
areas such as the azygos system cannot be 
conveniently demonstrated by any other 
method. The author stresses the wide normal 
anatomic variation in this system and advises 
great caution in determining the results of 
examination as to cause, site and operability 
if venographic signs of obstruction are pres- 
ent. This unquestionably correct advice limits 
the clinical indications for azygographic study, 
since the examination is not without pain and 
complications. The possibilities of studying 
the influence of portal hemodynamics on the 
azygos system is certainly interesting and of 
practical importance, at least in the cases of 
splenectomized patients. The author demon- 
strates the possibility of outlining the verte- 
bral venous plexus, but the indications for 
performing this examination in clinical prac- 
tice seem to be very limited at present. 

This monograph describes systematically 
the technical possibilities of demonstrating 
venous systems not accessible by other angio- 
graphic methods. It thus focuses attention on 
the possibilities for scientific study of a 
plethora of problems in the difficult but chal- 
lenging field of venous hemodynamics. It 
deserves a place in the library of every depart- 
ment dealing with roentgenologic and physio- 
logic studies of the human vascular system. 

INGEMAR BERGSTRAND, M.D. 
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Anesthesia and the Law. By Carl Erwin 
Wasmuth. Springfield, Il].: Charles C Thomas, 
Publisher, 1961. Pp. 105, with 5 illustrations 
and 5 legal forms. 

In reviewing any book one must take into 
consideration the author and his ability and 
background in the area he deals with. Prob- 
ably Dr. Wasmuth, a staff anesthesiologist at 
the Cleveland Clinic Foundation, Assistant 
Professor of Legal Medicine and Director of 
the Department of Medical-Legal Affairs at 
Cleveland-Marshall Law School and a member 
of the Ohio Bar, has a background second to 
none in questions of law and anesthesia. This 
does not imply that he will not have made an 
error in any, specific instance; the likelihood 
of having to disagree with him, however, or 
the likelihood that he has made an error in 
a particular field, is extremely small. Dr. 
Wasmuth is a capable person not only in the 
field of anesthesia but in that of law. This 
rather unusual combination has made him an 
excellent and natural candidate for the pres- 
entation of these long-needed data. In addi- 
tion, his wide range of contact and experience 
certainly fits him admirably for the task. 

The book is extremely well written, suc- 
cinctly and simply, so that one need not have 
a legal degree to understand it. It is so clear 
and explicit that it is not only valuable but 
a pleasure to read. 

The all-over content is presented in a logi- 
cal fashion, starting, as one would suppose, 
with consent and the factors related to con- 
sent, including such items as negligence, 
agency, the joint liability of the anesthesiolo- 
gist and the surgeon. Special subjects, such 
as endotracheal anesthesia, spinal anesthesia, 
cardiac arrest, physician-patient privilege, 
medical records and hearsay rules, are dis- 
cussed. 

This book is certainly a “must” for every 
medical school library and almost every hos- 
pital library. It is also recommended to hospi- 
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tal administration groups and to attorneys’ 
organizations, and it should be included in the 
training program of every young resident, as. 
well as every practitioner in the field of anes- 
thesia. It certainly would be wise for members 
of the surgical fraternity to read this book, 
because of the excellent sections and the inter- 
play of function between the surgeon and the 
anesthesiologist. I have looked forward, for a 
long time, to the appearance of an authorita- 
tive text of this kind, and I am delighted to 
find one that is easily readable, enjoyable and 


informative. Max S. SApovE, M.D. 


Gynecological Urology. Compiled and ed- 
ited by Abdel Fattah Youssef. Springfield, 
Ill.: Charles C Thomas, Publisher, 1960. 
Pp. 860. 

The contents of this book are divided into 
forty-two chapters by thirty-two expert con- 
tributors. The text is accompanied by many 
illustrations. All the interrelated aspects of 
gynecologic urology are discussed adequately, 
with particular stress on recent trends and 
developments. 

The anatomic description of the lower part 
of the urinary tract, including the sphincter 
mechanism of the bladder and urethra, is well 
presented. The section on genitourinary fis- 
tulas is lucid, and particular emphasis is placed 
on preoperative and postoperative manage- 
ment. The section concerning urologic diseases 
is admirable, and special reference is made to 
their gynecologic significance and pathologic 
characteristics. Their effect on the urinary 
system is described. The chapter dealing with 
rare conditions and the treatise on endo- 
metriosis of the blader and ureter are worthy 
of commendation. 

Abdel Fattah Youssef has contributed a 
much needed and long awaited addition to the 
archives of gynecology and urology. 

J. LESTER WILKEY, M.D. 
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Abstracts from Current Literature 


Comparative Reaction of Mersilene and 
Silk Sutures Implanted Within the Heart. 
Britt, C. I., Miller, E. M. Jr., Felder, M. E., 
and Sirale, H. D., Ann. Surg. 153:52, 1961. 

The authors have undertaken to compare 
the in vivo reactions to Mersilene with those 
to silk sutures. Forty-six dogs were utilized 
in three groups, early, intermediate, and late. 
In each dog sutures of the two materials were 
placed in the atrial septum at a given dis- 
tance from each other. At intervals rang- 
ing from twenty-four hours to six months, the 
dogs were killed and tissue sections studied. 
The observations are substantiated by excel- 
lent photomicrographs. Such factors as cel- 
lular infiltration, edema, suture fragmenta- 
tion and granuloma formation were studied 
and analyzed. During the first week the tis- 
sue response to the two materials was essen- 
tially the same. 

The advantages of Mersilene over silk, par- 
ticularly in cardiac surgery, were as follows: 
(1) less frequent thrombus formation and 
smaller thrombi, (2) shorter and less severe 
chronic inflammatory reaction, (3) freedom 
from sterile abscess and granuloma forma- 
tion and (4) more nearly uniform and con- 
stant size and tensile strength after varying 
periods of implantation. 


SIDNEY KASE, M.D. 


Cricoid Pressure to Control Regurgitation 
of Stomach Contents During Induction of 
Anesthesia. Sellick, B. A., Lancet, 2:404, 
1961. 

The author presents a method of occluding 
the esophagus by cricoid pressure backward 
against the cervical vertebrae to prevent the 
aspiration of regurgitated gastric contents 
and/or to prevent gastric distention from 
positive pressure ventilation applied by 
mask or mouth-to-mouth respiration. 

The effectiveness of this method was tested 
by using cricoid pressure on a cadaver to 
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prevent reflux of water when pressure was 
applied to the stomach and by roentgen 
studies of obliteration of the esophagus by 
cricoid pressure in the anesthetized patient, 
with a latex tube filled with contrast material 
placed in the esophagus. Cricoid pressure 
during induction of anesthesia was used on 
26 “high risks,” 3 of whom proved the effi- 
cacy of the method by regurgitating imme- 
diately upon release of cricoid pressure after 
intubation. 

It is dangerous to assume that the stomach 
can be completely emptied by a Ryle tube. 
After aspiration, the tube should be with- 
drawn to prevent tripping of the sphincters 
of the esophagus. The patient is placed in 
the supine position with the head tilted 
slightly downward, to prevent aspiration if 
vomiting occurs before cricoid pressure is 
applied. Head and neck are_ extended, 
stretching the esophagus and preventing 
lateral displacement. The patient is oxygen- 
ated, and an assistant holds the cricoid 
lightly between thumb and second finger. 
As anesthesia begins, moderate pressure is 
exerted by the index finger, and as con- 
sciousness is lost firm pressure is applied 
until intubation is accomplished. 

This method is contraindicated in the 
presence of active vomiting, because of pos- 
sible damage to the esophagus from high 
pressure of the vomit. 


RUTH NEWELL BROWN, M.D. 


Multiple Primary Malignancies. Werthei- 
mer, S., Jabush, M., and Schulman, J., 
J.A.M.A. 175:104, 1961. 

The authors present the case of a 64-year- 
old woman who in 1954 underwent hysterec- 
tomy for adenocarcinoma of the endome- 
trium and in 1956 radical. mastectomy for 
adenocarcinoma of the breast»with axillary 
metastasis. In 1957 multiple basal cell car- 
cinomas were removed from the thigh. In 
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early 1958 the patient was admitted to the 
hospital with “gas pains” and “stomach 
ache.” Roentgen examination revealed a neo- 
plastic lesion in the third portion of the 
duodenum. On laparotomy a tumor was ob- 
served invading the duodenum and the pan- 
creas. The lesion being inoperable, only an 
excisional biopsy was performed. The pa- 
tient died on the sixth postoperative day, 
in peritonitis due to disruption of the duo- 
denal wound. 

Multiple primary malignant growths are 
rare, occurring in only 1.8 per cent of all 
cases of malignant tumor. Triple and quad- 
ruple multifocal primary malignant growths 
are rare indeed. Nevertheless, this possibil- 
ity should be borne in mind when, after 
apparently successful treatment, signs and 
symptoms appear that indicate the possible 
beginning of malignant disease in a distant 


organ. 
C. Biro, M.D. 


Cerebral Ischemia in Surgery. Burns, R. 
A; Callow, A. D.; Ehrenreich, D. L.; Alman, 
R. W.; Sullivan, J. F., and Fazekas, J. F., 
J.A.M.A. 177:90, 1961. 

Exceptional care should be taken to recog- 
nize preoperatively those patients who are 
liable to hypoxic brain damage. 

The authors present 6 cases illustrating 
previously existing cerebral circulatory ab- 
normality predisposing them to ischemic 
cerebral infarction. Reduction of cerebral 
blood supply by various means further cur- 
tailed the oxygen delivery to local brain 
areas, so that overt cerebral metabolic im- 
pairment resulted during either the opera- 
tive or the postoperative period. 

Vulnerability to hypoxic cerebral acci- 
dents may be anticipated in patients with 
cerebral or aortocranial vascular disease, 
significant degenerative vascular disease, 
general atherosclerosis or arteriosclerosis, 
diabetes, hypertension or hypercholestere- 
mia. One should view with concern those 
who show electrocardiographic abnormali- 
ties or disturbances of peripheral circula- 
tion, as well as those with a history of 
myocardial infarction. Of particular impor- 
tance may be the history of symptoms of 
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cerebral vascular insufficiency, such as ver- 
tigo, amaurosis, diplopia, syncope, episodes 
of hypesthesia or paresis or the neurologic 
residua of a cerebral vascular accident. 

In such patients the cerebral circulation 
may be compromised in one or more of sev- 
eral ways. Hypotension, actual or relative, is 
poorly tolerated by a hypertensive patient or 
one with cerebral vascular disease. Hypo- 
tension may result from infarction, dimin- 
ished cardiac output, reduced circulatory 
volume, vagal stimulation or preanesthetic 
or postanesthetic medication. 

Previous administration of reserpine pre- 
disposes to hypotension. Straining against 
a closed glottis, such as may occur in cough- 
ing or tracheal intubation, may cause cere- 
bral infarction. Hyperventilation, either vol- 
untary or in manual or mechanical assistance 
to respiration, may cause cerebral ischemic 
symptoms. Unusual positions of the head, 
such as torsion or extension, interfere with 
blood flow in carotid and vertebral arteries. 
Alterations in blood viscosity due to the 
pharmacologic action of preanesthetic or 
postanesthetic drugs, dehydration, transfu- 
sion or the sicklemia of anoxia, may slow the 
blood flow sufficiently to cause infarction. 

Particular effort in the avoidance of these 
factors, identification and evaluation of the 
patient susceptible to cerebral ischemia, spe- 
cial precautions and close observation to 
assure optimal cerebral oxygen delivery dur- 
ing the operative and postoperative periods 
are recommended. 


RUTH NEWELL BRowNn, M.D. 


Hysterectomy in 861 Selected Cases. 
Golden, M. L., and Benton, J. R. Jr., Surg., 
Gynec. & Obst. 110:182, 1960. 

This study has reinforced the authors’ 
opinion that in these 861 selected cases the 
operative technic employing the open-cuff 
closure after hysterectomy is safe and 
involves few serious postoperative compli- 
cations. They consider it satisfactory in 
practically all emergencies and_ elective 
hysterectomies, offering advantages over the 
closed-cuff procedure. 


EDMUND LISSACK, M.D. 
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The Modified Garlock Incision for Adrenal 
Surgery. Ronald Tocantins and Donald R. 
Smith, J. Urol. 85:417, 1961. 


Because of the anatomic location of the 
adrenal glands in the thoracic cage opposite 
the ninth or tenth interspace, the authors 
consider the transthoracic approach to these 
glands the.most logical. 

They describe their modified Garlock tech- 
nic which places the incision over the ninth 
interspace, about 2 or 3 inches (5 to 7.5 
cm.) lateral to the spinous processes of the 
dorsal portion of the spine and extending to 
the lateral border of the rectus. The muscles 
are cut and the pleural cavity entered. The 
diaphragm is incised radially, and the peri- 
toneum is dissected off the undersurface of 
the diaphragm to expose the adrenal. 

Bilateral adrenalectomy for Cushing’s dis- 
ease requires two operations, but in the au- 
thors’ opinion, exposure by this technic out- 
weighs the disadvantage of two surgical 
procedures, especially if the patient is obese. 

They recommend this incision for opera- 
tions on the adrenal because of the wide 
exposure obtained. 


SHEPARD JEROME, M.D. 


A Modified Cardiopneumonopexy Utilizing 
Congestive Lung and Asbestos Poudrage in 
Myocardial Revascularization. Asada, S., Ta- 
kuchi, A., Nakamura, K., Suzuki, S., Mura- 
kawa, S., Gondo, I., Takimoto, S., Osawa, K., 
Chiba, T., Kishi, S., Teranishi, T., and Misaki, 
H., Arch. f. Japanische chir. 30:225, 1961. 

This is a report of a series of experiments 
with cardiopneumonopexy (designed in 1956) 
utilizing congested lung and poudrage in 
laboratory dogs to revascularize the ischemic 
myocardium and to protect it against coro- 
nary occlusion and insufficiency. 

With the dog under intravenous thiopental 
anesthesia and endotracheal artificial respi- 
ration, the middle lobe branches of the left 
pulmonary veins (corresponding to the lingu- 
lar vein in man) were ligated or partially oc- 
cluded at the hilum to create congestion of 
the lobe. Asbestos powder was applied to 
the medial surface of the middle lobe of the 
lung and to the myocardium. The middle lobe 
was inflated and sutured to the pericardial 
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sac to keep the congested lobe in contact with 
the myocardium. 

The anterior branch of the left coronary 
artery was ligated in 1 experiment, both in 
protected and in unprotected dogs. Of the 
48 unprotected dogs, 13 died; of the 13 pro- 
tected dogs, none died. In another series, 7 
unprotected dogs had widespread scar forma- 
tion and thinning of the ventricle, while the 
6 protected dogs showed no signs of infarc- 
tion. In the third study the same procedure 
was carried out and the results compared 
with those of the well-known operative pro- 
cedures currently performed. The result was 
favorable. 

To simulate coronary thrombosis, a gradu- 
ally occluded coronary artery was produced 
by placing a sponge containing dicetyl phos- 
phate at the point of origin of the anterior 
descending branch of the left coronary ar- 
tery and surrounding both the sponge and 
the artery with a frame made of an aluminum 
plate and steel wires. A granuloma resulted, 
with increasing pressure on the artery. Car- 
diopneumonopexy protected the ischemic 
myocardium apparently better than in the 
earlier experiments. 

Also studied were collateral vessels, blood 
flow from the lung to the myocardium and 
pulmonary and bronchial arterial flow. The 
lack of intercoronary collateral vessels was 
demonstrated. The operation appeared to 
prove its value in protecting the myocardium 
from the disturbances caused by gradual 
narrowing or occlusion of the coronary ar- 
tery and suggested, theoretically, its appli- 
cability to patients with progressive coronary 
sclerosis. 

EDWIN R. CorE, M.D. 


Histochemical Observations on the Polyp- 
Carcinoma Sequence. Machlas, M. M., and 
Hannibal, M. J., Surg., Gynec. & Obst. 11: 
534, 1961. 

Microscopic histochemical studies were 
performed on 17 normal colons, 43 adenoma- 
tous polyps, 7 carcinomas in situ and 13 
adenocarcinomas; specimens were obtained 
in a fresh state in the operating room or at 
autopsy. In addition to hematoxylin and 
eosin stains, histochemical studies were per- 
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formed with cytochrome oxidase, succinic 
dehydrogenase, diphosphopyridine nucleotide 
and triphosphopyridine nucleotide diapho- 
rases, esterase, and leucine aminopeptidase. 
It was considered that adenomatous polyps 
and colonic carcinoma would disclose bio- 
logic evidence of decreased enzymatic ac- 
tivity that could be evaluated microscopically 
with a 1-4 grading system for color intensity. 
Only adenomatous polyps were studied, since 
no villous adenomas were encountered. The 
criteria for carcinoma in situ were estab- 
lished as including all the microscopic char- 
acteristics of malignant tumor except inva- 
sion of the submucosa. 

The results disclosed that (a) the activi- 
ties of these enzymes in the polyps were 
decreased; (b) there was greater diminu- 
tion of activity in carcinomas with respect 
to esterase, leucine aminopeptidase, cyto- 
chrome oxidase and succinic dehydrogenase; 
(c) the diaphorases disclosed increased ac- 
tivity in malignant tissue, and (d) these 
histochemical studies neither deny nor sup- 
port the concept that polyps of the colon are 
precarcinomatous. 


LAWRENCE KHEDROO, M.D. 


Intraocular Surgery with Local Analgesia 
and Heavy Sedation. Ingram. H. V., and 
Armstrong Davison, M. H., Lancet 1:1321, 
1961. 

The advantages and disadvantages of gen- 
eral versus local anesthesia are presented 
and discussed. The authors report 500 con- 
secutive intraocular operations in which a 
combination of local analgesia and sedation 
with a mixture of promazine, promethazine, 
and pethidine was used. The surgical tech- 
nics employed, the advantages and complica- 
tions of this form of anesthesia and the 
results of operation are presented. Two 
tables summarize the results obtained in 
the series reported. At the authors comment, 
the technic of anesthesia for intraocular 
surgical procedures is highly personal, but 
this paper presents much of value to the 
ophthalmic surgeon, regardless of the type 
of anesthesia used in his own practice. 


ROBERT F.. AZAR, M.D. 
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Tumors and Cysts of the Mediastinum 
(Tumores y Quistes Del Mediastino). Montejo 
Velasco, J., and Pena Lopez, L., Cir. ginec. 
y urol. 14:403, 1960. 

The authors present a survey of the tumors 
and cysts of the mediastinum. The text is 
accompanied by 18 roentgenograms. A some- 
what illogical classification of the types of 
mediastinal tumor (neurogenic, ‘teratoid, mes- 
enchymal and lymphatic) is presented, with 
examples of each. The types of cysts are 
defined as bronchial, esophageal, gastroenteric, 
pericardial, lymphomatous and hydatid. Eight 
conditions that must be considered in differ- 
ential diagnosis (adenoma of the intrathoracic 
thyroid or parathyroid, aneurysm, diaphrag- 
matic hernia, esophageal diverticulum, mega- 
esophagus, paravertebral abscess and menin- 
gocele), although not included in the group 
under study, are also listed. Although the 
authors appear to have had access to consider- 
able clinical material, they offer no new or 
unusual contributions to diagnostic or thera- 
peutic procedure. The roentgenograms are, 
however, of interest. 


THOMAS C. MCVEAGH, M.D. 


Postoperative Cardiac Thrombosis (La 
Thrombose Cardiaque Postoperatoire). Is- 
nard, J., and Laaban, J., Presse med. 69:493, 
1961. 

Eleven cases of rare postoperative cardiac 
thrombosis resulting in death are reported. 
Thrombosis occurred after operations for 
severe war injuries, especially injuries to the 
abdomen. This condition is rarely encountered, 
as only 11 cases were observed in a study of 
a series of 5,000 such operations. The authors 
comment on the etiologic factors, the clinical 
and pathologic studies and the possible causes 
and prevention. 

The possibility of association between the 
malady and the race of the patient is inter- 
esting; 10 Europeans, but only 1 Moslem, 
were victims. Nine patients were young, 2 
were middle-aged and none had a previous 
history of cardiac disturbance. Thrombosis 
occurred as an isolated event in 9 cases and 
was accompanied by postoperative renal] in- 
sufficiency in 2. 
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A variable delay in the appearance of symp- 
toms, ranging from a few hours to nine days, 
was observed. The symptoms were acute 
dyspnea, cyanosis, tachycardia, fever (despite 
the immediate administration of antibiotics 
after the operation), anxiety and restlessness. 
Interesting modifications of the arterial pres- 
sure occurred. In 3 cases it remained at the 
normal level until the terminal phase; in 4 
cases moderate hypertension was observed, 
and in 4 there was a decided drop. Roentgen- 
ograms of the lungs generally revealed 
nonhomogeneous opacities in the perihilar 
region, probably indicating edema. The elec- 
trocardiogram was of little diagnostic 
importance. 

At autopsy it was discovered that the 
thrombus was always centered in the right 
side of the heart—in 9 instances in the ven- 
tricle and in 2 instances in both the ventricle 
and the auricle. In 3 cases the thrombus was 
also associated with auriculoventricular throm- 
bus on the left side. The overall appearance 
of the heart was, in general, only slightly 
modified. In 8 cases the thrombus had a large, 
thick, white, soft fibrinous formation and 
adhered tightly to the tricuspid or external 
mitral valve or to the ventricular endocar- 
dium. This tight adherence indicates that it 
originated before death. The thrombus filled 
the entire ventricular cavity. In the other 3 
cases rather small clots were noted. Several 
of these adhered to the ventricular endocar- 
dium or the valves, and they were observed 
in patients who also had pulmonary infarcts. 

It is difficult to explain why these cardiac 
thromboses occur, although several factors 
could contribute to their formation. The pos- 
sibility that a state of hypercoagulability re- 
sulting from the operation could be a factor 
was ruled out, as 2 of the injured patients 
were receiving anticoagulant therapy, which 
resulted in hemorrhage in 1. No electrolyte 
disorders have yet been observed. Fever and 
chills were encountered, suggesting the pos- 
sibility of infection, but, as a laboratory was 
not available, bacteriologic studies were in- 
conclusive. The probability of infection was 
slight, however, as the patients were subjected 
to routine postoperative treatment with anti- 
biotics. Perhaps the very nature of the treat- 
ment for shock is the cause, although the 
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current methods seem necessary and un- 
changeable. A bacteriologic and physiologic 
intolerance to the plastic of the intravenous 
catheters may develop. Because of the severity 
of the shock, massive perfusions of blood, 
hypertonic serum dextrose and plasma under 
great pressure may result in traumatic le- 
sions, particularly of the ventricular endocar- 
dium, thus opening a way for the formation 
of thrombus and possible infection. 


MIGUEL A. ALONSO, M.D. 


Lymphatic Studies Pertaining to Local 
Spread of Carcinoma of the Rectum in the 
Female. Block, I. R., and Enquist, I. F., Surg., 
Gynec. & Obst. 82:41, 1961. 


These studies were made in order to deter- 
mine, with a closer approach to accuracy than 
has formerly been achieved, how much of the 
female genitalia should be removed with the 
rectum if the high incidence of local recur- 
rence of carcinoma is to be reduced. The trend 
has been to increase the amount of excision 
of distant lymphatic spread and neglect local 
spread. The lymphatic studies emphasize the 
close connections between the rectum and the 
female genitalia. A more radical excision of 
local, contiguous structures is indicated. 


The authors’ investigation was performed 
by injecting dye into the anal tissues at four 
levels. Observations of the Imphatic spread 
of the dye have furnished specific information 
concerning the handling of lesions of the 
rectum and anus. 

For carcinoma of the anal canal, excision 
of the lower two-thirds of the posterior 
vaginal wall should be performed in addition 
to abdominoperineal resection of the rectum. 
When carcinoma involves the lower part of 
the rectum, oophorectomy and excision of the 
broad ligaments and the posterior vaginal wall 
also should be performed. For carcinoma of 
the middle part of the rectum, the afore- 
mentioned procedures plus excision of the 
upper third of the posterior part of the vaginal 
wall is indicated. When carcinoma involves the 
upper part of the rectum and rectosigmoid, 
anterior resection is adequate. 


CHESTER L. ROBERTS, M.D. 
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The Gastric Antrum in the Operative 
Treatment of Duodenal Ulcer. Thompson, 
J. C., and Peskin, G. W., Surg., Gynec. & 
Obst. 112:205, 1961. 

The authors review the salient points of 
the literature concerning peptic ulcer in a 
step-by-step analysis. 

The consensus as expressed in the available 
literature is that the gastric antrum is most 
suspect as responsible for the cause, progres- 
sion and recurrence of ulcer. It is suggested 
that the operative approach either alters or 
entirely nullifies the stimulation of gastrin, 
and that denervation of the antrum affects 
both this and the acid-producing cells. 

It is recommended that the operative treat- 
ment consist of two-thirds to three-fourths 
subtotal gastrectomy, 50 per cent segmental 
gastrectomy with pyloroplasty or 40 to 50 
per cent resection with vagotomy. The last- 
mentioned procedure is considered the opera- 
tion of choice in most instances. 

The only reference stressed concerning 
other possible endocrine influences discusses 
the role of the pancreas, but the authors re- 
view much literature describing the gastric 
antrum, its partial extirpation and denerva- 
tion. This is an excellent paper, which ap- 
parently involved extensive research. 


PAUL R. BriceGs, M.D. 


Role of the Arterial Wall in Athero- 
genesis. Haimovici, H., and Maier, N., Arch. 
Surg. 21:82, 1961. 

The authors report on biochemical and 
pathologic studies of atherosclerosis in dogs 
and rabbits. Much attention has been given 
to the various lipoid substances in the blood 
and their relation to this condition. The ar- 
teries per se have been relegated to a passive 
role, acting merely as surfaces on which the 
involved chemical substances are deposited. 
The authors discovered, indeed, that the 
intima of the vessel is actively involved with 
a lipid metabolism peculiar to itself. One of 
the principal functions of the vasa vasorum 
is the transport and excretion of cholesterol 
and metabolic products. The connective tissue 
component of the intimal layer is the end 
point in this mechanism. Changes in the col- 
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lagen of the intima precede the concentration 
of lipids. These experiments have shown that 
arterial tissue (aortal tissue was used) can 
synthesize components of atheroma. Hormonal 
and enzymatic factors play an important role. 
Estrogen can block deposition of cholesterol 
in the connective tissues. Cortisone retards, 
while hyaluronidase enhances, lipid deposition 
in the arteries. Propylthiouracil also de- 
creases lipid deposits in the arteries. 

There are even differences between one 
anatomic part of the aorta and another as to 
susceptibility to atherosclerosis, the thoracic 
portion being far less vulnerable than is the 
abdominal segment. These characteristics did 
not change when the segments were opera- 
tively reversed; the susceptibility appears to 
be inherent in the arterial tissue. The concept 
that atherosclerosis is a natural consequence 
of old age appears to be in need of reappraisal. 
Arterial tissue, not merely a passive reposi- 
tory for plaques, would appear to be actively 
engaged in the process. 


SIDNEY KASE, M.D. 


Experimental Adrenalectomy with Heparin 
(Surrenalectomia Sperimentale ed Eparina). 
Puchetti, E., and Galanti, G., Chir. e. patol. 
sper. 8:1101, 1960. 

It has been shown that heparin is one of 
the known drugs most capable of greatly 
diverse action on the body. Discovered in the 
human liver by Howell and MacLean in 1916, 
its anticoagulant properties, as well as its 
effects upon and interaction with, hormones, 
parahormones, metabolites, etc., are now well 
known. 

Its use as an anticoagulant in the case of a 
42-year-old patient who had undergone bi- 
lateral adrenalectomy and in whom thrombo- 
phlebitis had subsequently developed brought 
about asthenia, hypotension and tachycardia, 
which decreased as larger doses of DOCA and 
cortisone were given. When the administra- 
tion of heparin was discontinued, a return to 
normal occurred. This previously unknown 
effect of heparin inspired the detailed experi- 
ments made in the Instituto de Clinical Gene- 
rale e Terapia Chirurgica dell’Universita di 
Padova. 
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four groups of strong adult male rats (10 
in each group), with an average weight of 
300 Gm., were used. All were subjected to 
adrenalectomy. The first group was given 
heparin daily after the second postoperative 
day, in low enough doses to insure that hemor- 
rhage and the toxic effects of the drug would 
be avoided; i.e., 2.5 mg. was injected sub- 
cutaneously. At the time of operation the 
second group was given a solution of 3 ad- 
drenal hormones (the trimethyl] salts of des- 
oxycorticosterone, cortinsone and dehydrocor- 
tisone) in an amount calculated to meet 
normal metabolic and endocrinologic needs. 
After the second day they too were given 
heparin. The third group was used as a con- 
trol group, and the fourth was given the 
mixture of hormones but no heparin. All the 
animals were kept in identical environmental 
conditions. The average life span of the first 
group was five and six-tenths days; of the 
second, six and eight-tenths days; of the third, 
ten and eight-tenths days, and of the fourth, 
thirteen and four-tenths days. 

A comparison between the group to which 
heparin was administered in inoffensive doses 
and the control group showed a decided in- 
crease of diuresis and a shortened life span 
owing to the absence of adrenal hormones. 
The authors’ analysis emphasizes the danger 
of administering heparin in cases of cortical 
deficiency. The drug aggravates acute adrenal 
insufficiency and probably exerts its chief 
effect on the kidneys, in which it may counter- 
act the effect of the hormones administered 
and influence the excretion of water and elec- 
trolytes. In 1960 Schlatmann and Coll demon- 
strated heparin’s effect in increasing the ex- 
cretion of sodium and the retention of 
potassium. In cases of adrenal deficiency for 
which heparin is administered, death probably 
results from diuresis and severe dehydration. 


MIGUEL A. ALONSO, M.D. 


Treatment of the Oliguric Patient with a 
New Sodium-Exchange Resin and Sorbitol. 
Flinn, R. B., Merrill, J. P., and Welzant, 
W. R., New England J. Med. 264:111, 1961. 

Gastrointestinal secretions are rich in po- 
tassium. To remove this potassium, cation- 
exchange resins have been administered. 
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These resins exchange the cations that are 
bound to the resin for other cations in the 
solution. The resin used by the authors is a 
sulfonic polysterene cation-exchange resin in 
the sodium cycle. Its mesh size is small (5 
to 10 microns) and it will not, therefore, 
cause fecal impaction. Kayexalate, developed 
by Winthrop Laboratories of New York City, 
was used. The passage of the resin with its 
bound potassium through the gastrointestinal 
tract was assured by administering it in con- 
junction with sorbitol (Sorbo, Hercules Pow- 
der Co., Delaware). Fifteen Gm. of resin was 
given four times a day when potassium had 
to be reduced rapidly. Five Gm. of resin was 
given as a maintenance dose. Sorbitol was 
administered as a 70 per cent syrup in doses 
of 10 to 20 ml. every two hours until satis- 
factory diarrhea was produced. If oral medi- 
cation was not possible an enema was given 
(200 ml. of 25 per cent sorbitol and 40 Gm. 
of resin) every six hours as needed. It was 
observed that sorbitol alone was effective in 
removing potassium but caused more debili- 
tating diarrhea. It was discovered that 
Kayexalate was effective and practical in the 
treatment of patients with potassium intoxi- 
cation and severe oliguria. 


WALTER E. EDKINS, M.D. 


Prolonged Labor. Jeffcoate, T. N. A,, 
Lancet, 2:61, 1961. 

In former years prolonged labor almost in- 
variably meant fetal death in utero. Today 
active intervention has saved countless lives. 
The self-imposed rules regarding intervention, 
however, vary widely. 

The diagnosis of uterine inefficiency or even 
prolonged labor is difficult and arbitrary. One 
difficulty is recognition of the onset of the 
first stage. All records and statistics dealing 
with the duration of labor, therefore, are to 
some extent fictitious. Uterine inertia is fre- 
quently diagnosed when true labor has not 
started. Serious uterine inefficiency compli- 
cates 1 to 2 ver cent of all labors and 4 per 
cent of first labors. Uterine inefficiency is the 
chief cause of prolonged labor. 

In prolonged labor the fetus is threatened by 
ascending uterine infection and involvement of 
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the respiratory tract. Ketoacidosis is the chief 
danger to the mother. Intravenous: dextrose 
counteracts this problem. 

Of 259 women with labors lasting more than 
forty-eight hours, 24 per cent were delivered 
by cesarean section. The other 76 per cent 
were carefully watched and ketoacidosis pre- 
vented with intravenous dextrose. The matter 
of continued progress is more important than 
the clock. Once labor is actually halted, inter- 
vention is indicated. 

In the second stage the traditional time limit 
is two hours for primigravidae and one hour 
for multiparae. The fetus is more apt to be- 
come anoxic in the second stage. Far more 
babies are lost from delay in applying forceps 
than from using them too soon. It is safer to 
anticipate fetal distress than to wait for 
signs to appear. Dr. Jeffcoate personally de- 
livers about 22 per cent with forceps; of 
primiparae, about 39 per cent. 

Oxytocin infusion has been helpful when 
used with discretion. Oxytocin therapy for 
uterine inertia associated with an occipital 
posterior position, however, does not cause the 
fetal head to rotate. 

With disproportion the multigravid uterus 
generally reacts by becoming more active and 
ultimately ruptures itself. The primigravid 
uterus responds by inertia or incoordinate be- 
havior. The overall duration of labor is re- 
lated to maternal height, which, in general, 
reflects pelvic capacity. Women under 5 feet 
and 1 inch in height have longer labors. The 
size of the baby is equally important. 

Inefficient uterine action is common when 
the fetal head remains high until the onset of 
labor. Incoordination (failure of the lower 
segment to dilate) is present even before the 
onset of labor. 

There appears to be an association between 
postmaturity and faulty uterine action. The 
failure of the patient to enter labor is again 
a manifestation of disordered uterine action, 
present during late pregnancy and then con- 
tinued into labor itself. 

Faulty uterine action is essentially a disease 
of the primigravida. The older primigravida 
usually has even longer labor. The primipara 
who has faulty uterine action seldom has 
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similar trouble in later deliveries. The uterus 
behaves more efficiently with experience. 

Abnormal prolongation of either the first or 
the second stage of labor often means mechani- 
cal obstruction of some type or degree. Time 
may conquer the difficulty, but there is a 
limit beyond which time and patience are 
dangerous, especially as far as the baby is 
concerned. The most dangerous journey any 
human being makes is through the 4 inches 
of the birth canal. No baby can safely loiter 
there. 

CHESTER L. ROBERTS, M.D. 


Hepatolenticular Degeneration. Sprofkin, 
B. E., Southern M. J. 1961, 54:737, 1961. 

Fifty years ago Kinnier Wilson first de- 
scribed the association of cirrhosis of the 
liver and degeneration of the basal ganglia. 
Dr. Sprofkin reviews the clinical and patho- 
logic features of the syndrome and reports on 
the biochemical investigations related to this 
disorder. 

The various methods of therapy and their 
rationale are presented. Finally the author 
presents 2 cases of hepatolenticular degenera- 
tion, the first of which came to autopsy. Both 
cases demonstrate the encouraging advances 
made in the treatment of this once fatal 


syndrome. 
RoBeERT F. AZAR, M.D. 


A Study of Bank Blood Toxicity. Baue, A. 
E., Hermann, G., and Shaw, R. S., Surg., 
Gynec. & Obst. 113:40, 1961. 

The authors, working with isolated dog 
hearts, attempt to determine what modifica- 
tions of bank blood stored with acid citrate 
dextrose solution (ACD) are necessary to 
make it immediately suitable for maintenance 
of circulation in its undiluted state. The major 
problems connected with massive rapid trans- 
fusion of ACD blood are: (1) pH below 7; 
(2) ionized calcium almost zero; (3) potas- 
sium usually too high and; (4) temperature 
too low. Principal attention in this study was 
given to the restoration of physiologic pH and 
ionized calcium levels, since the occasional 
toxicity of rapid, massive transfusion of ACD 
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blood seemed related primarily to the low pH 
and the excess citrate ion needed to bind the 
calcium ion and inhibit coagulation. 

Stored ACD blood becomes more acidotic 
daily and if given rapidly may lower the in- 
travascular pH of the recipient. In the iso- 
lated heart the lowering of pH leads to de- 
pression of heart rate and contractility. In 
the severely injured patient, massive transfu- 
sions of acid blood can produce significant 
myocardial depression, with worsened output 
and tissue perfusion and increased acidosis. 
The pH can be corrected by the addition of 
the organic buffer THAM (2 amino-2 hydroxy- 
methyl 1,3 propanediol). A volume of 0.2 
molar THAM equivalent to the volume of ACD 
solution is required. THAM-buffered ACD 
blood is especially needed for the patient in 
shock. The calcium-binding effect of the ex- 
cess citrate ion can be corrected by giving 
0.2 to 0.5 Gm. of calcium chloride per 500 
cubic centimeters of blood. Calcium and 
THAM can be infused at the same time as 
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the blood but not mixed with it, to avoid 
heparinization, which would be a disadvantage 
when massive hemorrhage is present. 


Mary STONE, M.S. 


A Correlation of the Gross and Microscopic 
Studies of Cancer of the Rectum in Relation 
to Operative Procedures. Fansler, W. A., 
Southern M. J. 54:721, 1961. 

Small rectal carcinomas may be best treated 
by conservative local excision if the clinical 
and microscopic data are carefully evaluated. 
In instances of Grade 1 adenocarcinoma, if 
histologic study disclose no breakthrough of 
the basement membrane, radical excision will 
not improve the rate of survival. Carcinomas 
less than 1.5 cm. in diameter are most amen- 
able to this procedure. Of the last 100 rectal 
carcinomas treated by the author, 3 were con- 
sidered suitable for this type of local excision. 


LAWRENCE KHEDROO, M.D. 


Genuine culture consists in being a citizen of the universe, not only of one or two 
arbitrary fragments of spacetime; it helps men to inderstand human society as a 
whole, to estimate wisely the ends that communities should pursue, and to see the 


present in its relation to past and future. 
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The Thirteenth Biennial International Congress of the International College of 
Surgeons, Waldorf-Astoria Hotel, New York City, September 9-14, 1962. This 
is the third International Congress to be held in New York. Based on previous 
attendance, there should be an attendance of 2,000 or more surgeons and medical 
men from European countries, the Far East, South America, Mexico, Canada and 
the United States. : 


The AUGUST 1962 issue of the JOURNAL and BULLETIN will contain the 
scientific program, detailed information pertaining to the Section meetings, 
social and college activities. Complimentary distribution from our Booth on the 
Exhibit floor to visiting doctors. 
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